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HOME CARE OF PATIENTS WITH ACUTE POLIOMYELITIS 


Philip M. Stimson, M.D., New York 


Until recently poliomyelitis specialists and public 
health authorities generally advocated prompt hospitali- 
zation not only of all patients with early poliomyelitis but 
also of all patients suspected of having early polio- 
myelitis. There were, of course, good reasons for this, 
perhaps the most important being that a mild early case 
may become a serious one later in which the ultimate 
outcome may vary materially according to the care re- 
ceived, the best care naturally being obtained only in 
certain hospitals. Because of the resulting demand for 
hospital facilities, more and more hospitals have opened 
their doors to poliomyelitis patients. In some communi- 
ties nearly 100% of actual poliomyelitis patients are 
being hospitalized, including many with only trivial in- 
fections. From 10 to 30% as many additional patients 
are hospitalized who are found not to have poliomyelitis. 
Of late, the pendulum has begun to swing back to home 
care in selected cases. There are good reasons for this 
move. 

First and foremost among the advantages of home care 
is the important fact that the patient is saved the fatigue, 
excitement, and nervous tension of the trip to the hos- 
pital and the excessive handling that is usually incident to 
the first days in a hospital. There is wide agreement today 
that fatigue and exhaustion at the onset of poliomyelitis 
seem to aggravate the ravages of the oncoming disease. 
Furthermore, most parents naturally prefer if possible to 
keep their sick child home; there is far less emotional 
disturbance; and, incidentally, the financial costs are far 
less. By the time the diagnosis is suspected and hospitali- 
zation considered, the rest of the family has been exposed 
and usually infected, and the dangers from further ex- 
posure are presumably negligible. Then, relieving hos- 
pitals of the necessity for care in trivial cases and sus- 
pected cases releases many beds and many nurses for the 
care of more serious cases. It is particularly important to 
differentiate poliomyelitis from nonpoliomyelitis infec- 
tions in the homes rather than to give the burden of 
differentiation to busy hospitals. A final advantage in the 
home care of patients with acute poliomyelitis is that the 
family physician can remain in touch with his patient. He 
will usually want expert help and advice in the manage- 
ment and care of the patient, but he has the patient’s 


confidence and should best be able to help the patient and 
especially the patient’s family through the first week or 
10 days when worry and fear seem inevitable. 

It is obvious that great care must be taken in deciding 
which patients to send at once to a hospital and which to 
leave quietly at home. To be considered in the selection 
of cases for treatment at home are three general groups of 
patients: (1) those with suspected poliomyelitis, includ- 
ing children with so-called “characteristic minor ill- 
nesses,’ especially as they occur in the siblings of patients 
with identified poliomyelitis; (2) the patients with recog- 
nizable acute poliomyelitis without paralysis as yet; and 
(3) selected patients with some slight weakness, but with 
no possible threat to life, who live in homes in which 
proper management is possible. 

As to the patients suspected of having poliomyelitis, 
most practitioners want help in their identification, and 
many have become accustomed to send such patients to 
a hospital for diagnosis. Also, many parents have come 
to expect this. The differentiation between poliomyelitis © 
and a multitude of other conditions can otten be made in 
the home or in a hospital diagnostic outpatient clinic, 
and, if the family doctor is not to be held liable for pos- 
sible mistakes, diagnostic consultation must be available 
to him either in the home or a clinic. Such aid is perhaps 
not so essential with the other children in a family in 
which diagnosis has been made in a paralytic case. These 
siblings usually have some evidence of ill health, such as 
a sore throat, mild grippe, or a headache that occurs the 
same week as the onset of the paralytic case. Many of 
these illnesses are called abortive poliomyelitis. There is 
no practical way of proving they are instances of polio- 
myelitis, and probably some such term as a “character- 
istic minor illness” is better. Certainly these children are 
best kept quietly in bed at home until they are well rested 
and again considered fit. 

As to the recognizable cases of acute poliomyelitis 
without paralysis, the diagnosis is made possible by a 
history of sore throat, elevation of temperature, head- 
ache, backache, and perhaps vomiting and constipation, 
and by the finding on physical examination of some stiff- 
ness or tightness in the muscles of the neck, back, thighs, 
and calves, of tenderness in the muscles, of reflexes that 
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are irregular and tend to disappear, and perhaps of 
tremors and muscle twitchings. In such a situation many 
physicians, and indeed many parents today, believe an 
examination of the spinal fluid is imperative, and patients 
are rushed off to a hospital so that a lumbar puncture can 
be done. In many cases such a step is not necessarily 
essential. When the presence of poliomyelitis is suspected, 
the greatest value of an examination of the spinal fluid is 
to rule out the existence of meningitis, but this elimi- 
nation can often be done on clinical evidence alone. The 
finding of a normal fluid does not eliminate the diagnosis 
of poliomyelitis, and an increase in cells, while com- 
patible with such a diagnosis, does not prove it. The 
fatigue of the trip to the hospital together with that of the 
lumbar puncture may perhaps change a nonparalytic to 
a paralytic case. This statement is hard to prove but is 
believed to be true by many authorities. 

In cases in which spinal fluid examination is thought 
necessary, the preferable course is to have it done in the 
home. If it is not done by the family physician or a con- 
sultant, then it may be done by a team provided by the 
local health authorities, as it is in Nassau County, Long 
Island, New York. The spinal fluid can then be examined 
at the bedside and the findings evaluated in connection 
with the history and physical examination. 

The epidemic overcrowding of poliomyelitis wards of 
hospitals would be greatly relieved if most of the patients 
with suspected poliomyelitis and patients without paral- 
ysis were kept home. Many public health authorities and 
hospital administrators would be “willing to settle for 
that.” But there are also many patients with an acute 
form of the disease with minor weakness that, in the 
proper circumstances, might well be cared for at home 
for their own good. The following case illustrates such 
a situation. 


A 7-year-old boy in a suburban town had over a week end 
what was thought to be a mild case of grippe. He was back in 
school on Tuesday, supposedly well, but on Wednesday, he fell 
four times while running and on arrival home actually told 
his mother, a pediatrician, he thought he had poliomyelitis. The 
consulting physician who presently examined him found a sug- 
gestion of tightness in the neck, back, and hamstrings, an ap- 
preciable foot drop of the right foot due to tightness of the 
calf muscles, and a suggestion of weakness in the right leg gen- 
erally that was identifiable only in the anterior tibial muscle and 
the short dorsiflexor of the big toe. He was kept home in bed, 
and no lumbar puncture was done. He had three hot tubs a 
day and frequent gentle stretching of the right calf. In about 
10 days, when the tightness had been released, a very gradual 
return to guided exercising was allowed, leading up to weight 
bearing. At the end of three weeks no weaknesses or tightnesses 
could be defined, and he was given a two week schedule of 
further gradual return to normal activity. 


There can be little disagreement about the advisability 
of keeping such a patient as the one in the preceding case 
at home, but the decision in the following case was more 
difficult. 


An 8-eight-old boy in a comfortable home in a remote suburb 
had a more or less elevated temperature for four or five days, 
a moderately sore throat, and general malaise. On a Thursday 
morning his oral temperature was 101.5 F. At noon he several 
times regurgitated some fluid through his nose, and blurred 
speech developed. When seen by a consultant in the evening, 
his temperature was 100 F. He could control his swallowing 
so that when he sipped water carefully no fluid appeared in his 
nostrils, but his soft palate on rising lagged to the right, and he 
still had muffled speech. There was a suggestion of a stiff neck, 
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and positive Kernig signs were elicited. His parents and the local 
pediatrician all felt sure he was a little better than he had been 
earlier in the day. The nearest hospital for contagious diseases 
was a thirty minute drive away. It was generally agreed that, 
although he apparently had bulbar poliomyelitis, he was in no 
immediate danger and a course of complete rest was decided 
on. A nurse was summoned and instructed to watch him care- 
fully during the night, particularly noting his pulse and respira- 
tion rates, his ease of breathing and sieeping, and of course his 
swallowing. She was told to handle him as little as possible (and 
when he was awake someone was to read aloud to him). The 
next morning, Friday, there were no signs of progression, and 
in the afternoon his temperature was normal. No spinal puncture 
was done and he went on to a complete recovery, although he 
continued to have a slight speech difficulty for several weeks. 
It was thought that if he had had the fatigue, both physical and 
nervous, of the trip to the hospital, he might have had much 
more trouble with his bulbar poliomyelitis and possibly not 
nearly as good an outcome. 


Thus there are circumstances in which a patient with 
acute poliomyelitis with some weakness, even with some 
bulbar manifestations, may advantageously be kept at 
home for treatment, particularly when the patient has 
already begun to improve by the time the decision is 
being faced. For instance, the child whose only weakness 
is in the muscles supplied by a facial nerve might well be 
kept at home because no special treatment besides watch- 
ful care can be given him in the hospital. However, in any 
case, adequacy of the accommodations available in the 
home and of the attending personnel may, of course, be 
a deciding factor. 

On the other hand there are clinical manifestations in 
patients thought to have poliomyelitis that demand hos- 
pitalization if it is in any way possible. Incidentally, the 
transportation should be done without hurry and bustle 
and with a minimum of fatigue to the patient, who should 
be lying comfortably relaxed on a stretcher. Some of 
these definite indications for hospitalization are: an in- 
creasing elevation of temperature; the fact that the pa- 
tient “looks sick” and is getting sicker; urinary difficulties; 
some weakness in a deltoid muscle, which may be fol- 
lowed by weakness in the diaphragm. In fact, any slight 
suggestion of breathing difficulty is an indication, as are 
such signs of possible bulbar poliomyelitis as nasal 
regurgitation and voice change, if they are persistent, and 
particularly any difficulty in swallowing. If the early 
bulbar signs are accompanied by a rising blood pressure 
suggestive of irritation of the vasomotor center, hospitali- 
zation is urgent because vasomotor failure may ensue. 

Whether patients in the acute stage with weakness in 
extremities but without bulbar involvement or breathing 
difficulties should be hospitalized depends also on a 
number of factors other than the patient’s condition. If 
the home has inadequate facilities for his care, if there is 
no one to give him the necessary care, or if there is too 
much emotional instability in the family, the patient is 
much better off in a hospital. If his treatment will require 
special equipment, or if his condition requires frequent 
observation by a physician who cannot visit his home 
often enough, the patient should be hospitalized The 
emotional instability of other families in the neighbor- 
hood and their possible panic if a patient with polio- 
myelitis is kept nearby must also be considered. 

For patients with early acute poliomyelitis who are 
kept at home, the care is not complicated. Isolation in his 
own bed in his own room is of course indicated, but rigid 
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isolation is usually not practical nor really necessary. The 
rest of the family is presumably already infected by the 
time the patient’s disease is identified. The attendant 
should, of course, wash her hands carefully after touching 
the patient before going elsewhere. Quarantining the 
other members of the family should consist only of re- 
moving the siblings from school for two weeks, and all 
the members of the household should avoid crowded 
places and homes of other persons for the same period. 

The patient’s bed should have a firm mattress but a 
bedboard is not usually necessary in mild cases. A foot- 
board is useful for keeping the weight of the bed clothes 
off the patient’s legs. He is allowed to lie in any position 
in which he is comfortable and can relax, thereby im- 
proving his chances for natural sleep. A quiet environ- 
ment is essential. When asleep he should not be awakened 
for anything, but sedation should be avoided lest it mask 
progress of the disease, particularly development of 
breathing difficulty. Being read aloud to is an excellent 
soporific for many children, and administration of acetyl- 
salicylic acid (aspirin) is also permitted. Backaches ana 
general tenderness can best be relieved by moist heat, 
most advantageously given in most homes by immersion 
in a bath tub with water at body temperature, subse- 
quently raised to 102 to 104 F. The patient should never 
be left alone while immersed in the tub, lest he faint, an 
accident that cold cloths applied to the head help to 
prevent. Two to four such soaks a day of 5 to 15 minutes 
each are soothing and comforting, though exhausting to 
some. When use of a tub is not practical, if the patient 
in bed is turned over onto his chest, hot compresses of 
pieces of wool blanket dipped in boiling water, then put 
twice through a wringer, and gently placed on the pa- 
tient’s neck, back, thighs, calves and feet, and left on for 
10 minutes are both soothing and relaxing to tight 
muscles. After this treatment has been repeated once, if 
the patient is asleep as is often the case, he should not be 
touched; otherwise it is wise to turn him onto his back 
and passively move each extremity at each joint as far as 
can be done without causing pain. Such treatment of 
packs and passive motion may well be given three or four 
times in each 24 hours. 

Many patients cannot eliminate when supine, and 
some might be allowed to use a bedside commode. A boy 
who is having difficulty in urinating may be allowed to sit 
on the side of the bed to use a bottle, especially if he is 
steadied by someone. Cathartics are apt to cause only 
increased peristalsis without actual elimination, and sim- 
ple enemas should be used daily or every other day when 
indicated. Except possibly for quinine, which helps to 
relieve muscle twitchings and actual cramps in the vol- 
untary muscles, no medication other than acetylsalicylic 
acid is indicated in the home care of poliomyelitis, such 
chemotherapeutic preparations as are now known having 
no effect against the poliomyelitis virus. 

There remain, however, two important aspects of home 
care of patients with poliomyelitis to be mentioned. In 
the first place, the patient should be watched constantly 
and carefully for the possible development of any of the 
features already described that indicate transfer to a 
hospital. In the second place, an attitude of hopeful con- 
fidence by all concerned should be encouraged. 
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When the patient is afebrile, complete muscle testing 
should be done. If no weakness can be found and the 
tightness is essentially gone, the patient can be allowed 
gradually progressive activity, progressing first to a bed- 
side chair, then to bathroom privileges, then after three 
weeks to quiet activity at home, with frequent rest peri- 
ods. All fatigue or exhaustion should be avoided till at 
least five weeks from the onset. 

To help the family adopt in the home the program of 
care suggested by the physician, public health nursing 
organizations have nurses who, for example, can teach 
the family the rudiments of isolation technique, the hot 
pack treatments, and the adaptation of the bed as indi- 
cated for the comfort and welfare of the patient. Such 
nurses are usually available to make follow-up visits to 
see how the family and patient are getting along, and can 
report periodically to the physician on any problems that 
may come up between his visits. They also can help in 
allaying some of the fears of the family, and, if contacts 
need to be made with other community resources, they 
can usually, under the physician’s direction, take the 
necessary steps in behalf of the family. 

To serve the family physician who feels he needs diag- 
nostic help or moral support in the home care of patients, 
some county medical societies, in cooperation with the 
local health department, appoint a panel of diagnostic 
consultants, one of whom is constantly available. Through 
health departments and other agencies, or from hospitals, 
visiting nurse and also physical therapy services are or 
can be made available. For patients needing considerable 
follow-up care, suitable outpatient clinics should be 
available. 

In many communities a campaign of education will be 
needed for the sake of the neighbors. At the mere men- 
tion of poliomyelitis no one can have complete peace of 
mind, but most unnecessary fear can be relieved by cor- 
rect information. All of this would be much less expensive 
than hospitalization, would lighten the demands placed 
on hospitals especially in times of epidemics, would 
satisfy the desires of the patients and their parents, and 
above all would avoid unnecessary exposure of the pa- 
tient to the fatigue of travel at a time when fatigue is 
damaging to a poliomyelitis patient. 


SUMMARY 

Reasons are given for modification of the present 
widespread tendency to send at once to hospitals every 
patient whose illness is at all suggestive of acute polio- 
myelitis. Most patients with suspected poliomyelitis, 
nonparalytic forms, and many of the mild forms of the 
disease might better be cared for at home, particularly if 
the local health authorities can provide not only diag- 
nostic consultation to aid the family physician to differ- 
entiate poliomyelitis from other conditions but also can 
provide the family physician with visiting nursing and 
physical therapy to care for the patients in the home. 
Outpatient clinics should be available for follow-up care. 
Cases in which home treatment is suitable are described, 
and their management is discussed. Indications for hos- 
pitalization and some conditions and factors that make 
care at home undesirable are stated. 
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BLOOD LOSS 
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DURING OPERATIONS 


Harry C. Saltzstein, M.D. 


and 


Laurence M. Linkner, B.A., Detroit 


There have been enough significant studies reported 
to show that measuring blood loss during an operation 
is a practical and worth-while procedure. Although it 
has become a standard method in some clinics, it is not 
a generally accepted and routine practice. 

Gatch and Little,’ in 1924, were the first to measure 
blood loss. Blain,? in 1929, commenting on his experi- 
ence with 3,000 transfusions, noted that “the amount of 
blood lost during operations is often several times greater 
than that estimated by the surgeon.” 

Within the past few years articles by Coller and his 
associates and by Stewart,* studies from Wangensteen’s 
clinic, and reports by several others have resulted in the 
following conclusions: 


1. The blood loss is always greater than the surgeon 
may estimate or anticipate. 

2. There is no correlation between the amount of 
blood lost and the changes in the hematocrit, hemoglobin, 
red blood cell count, and plasma protein concentrations, 
and, therefore, these values cannot be used to estimate 
blood loss. 

3. There is often an appreciable postoperative loss, 
which may be almost as large as the loss during the 
operation. This is especially true after transurethral 
prostatectomies, intracranial operations, osteotomy, and 
extensive dissections. It may be insidious. 

4. There are two distinct advantages in replacing 
blood loss immediately: (a) Immediate replacement of 
the total quantity of blood that is lost restores blood 
volume fully. After three hours a considerably larger 
quantity is required; after six hours, transfusions may 
not reestablish and maintain normal blood volume.’ (b) 
The body’s ability to replace red blood cells that have 
been lost is very limited, and depleted red cells may not 
return to normal until several weeks after the loss occurs. 
There is then a decrease in oxygen-carrying blood cells, 
which may increase postoperative morbidity and the 
liability to complications of all sorts. Minimal losses 
(300 cc.) may retard convalescence. 

5. Older patients, and patients who have had chronic 
infections, loss of weight from malignant disease, or pro- 


From the Surgical Service of Harper Hospital (Dr. Saltzstein). 

Elizabeth H. Levy, B.A. and Schayel R. Scheinberg, M.D., assisted 
in this work. 
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Gravimetric and Colorimetric Methods, Surgery 20: 761-769 (Dec.) 


longed drainage with loss of body fluids, tolerate oper- 
ative blood loss very poorly. Also, such patients, 
especially elderly patients, tolerate overloading of the 
circulation very poorly. In both these groups there is a 
decided clinical advantage in knowing how much blood 
is lost and in replacing it immediately.” 

Pratt,® in a recent article, describes extensive total 
fascia and subcutaneous tissue excision for massive 
lymphedema. He states: “The apparently innocuous con- 
tinuous loss of blood and serum may not be a registerable 
factor for some time, and then profound shock, which 
nay be irreversible, may occur suddenly. . . . Quantita- 


Fig. 1.—Diabetic scale adjusted for weighing dry sponges, with a metal 
instrument pan (8 by 8 by 2 in.) fastened to the weighing platform. In- 
structions for use are as follows: 1. Use dry pads. 2. Each black line 
indicates the weight of one dry pad. 3. Place blood-soaked pads in the 
pan. 4. Turn face dial clockwise so that top arrow is opposite the number 
of pads. 5. Read cubic centimeters of blood on pointer. 


tive replacement is of great importance, and it must be 
emphasized that only by weighing sponges and clots can 
the amount of blood loss be calculated.” Bonica and 
Lyter ° have recently reviewed the American literature 
and summarized blood losses in a thousand cases re- 
ported in the literature and reported on 748 determina- 


tions of their own. 
METHOD 


The first methods were colorimetric, wherein the 
sponges were washed, the blood laked, and the loss 
measured by matching the color against a known stand- 
ard. In 1946 Baronofsky * showed that the gravimetric 
method, i. e., simply weighing dry sponges, is just as ac- 
curate. It is much simpler and is the generally accepted 
procedure. If dry towels or pads are clamped to the 
wound, the loss in the drapes and other toweling is rarely 
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more than about 50 cc. (except in such operations as 
radical mastectomy or posterior resection of the rectum), 
and this can usually be disregarded.* If there is objection 
to dry sponges placed inside the abdomen, the amount 
of sodium chloride solution in which the sponges are 
moistened can be measured, and the loss of the sodium 
chloride solution that has been taken up by the sponges 
is estimated and subtracted.° We have not done this. 

A simple diabetic scale of the dial and pointer type 
accurate to 0.1 gm. can be purchased in any surgical 
instrument store. The dial is corrected for the weight of 
the dry sponge and then the number of grams of blood 
in the sponge can be read directly (fig. 1).* As many as 
five or six sponges can be weighed at one time. Grams 
are expressed as cubic centimeters of blood lost. In ad- 
dition, any fluid aspirated is caught in a trap bottle on 
the floor, and this amount is added to the blood loss. The 
method is simple enough so that the circulating nurse, 
even though not experienced, can execute it satisfactorily. 
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Fig. 2.—Graph of blood loss (in cubic centimeters) in various surgical 
procedures, with some comparison (figures at the bottom of the illustra- 
tion) with losses reported in the literature and reviewed by Bonica and 
Lyter. 


RESULTS 

Weighing blood lost permits the surgeon to know 
more precisely the amount of blood the patient is likely 
to lose or has lost in any particular operation. We have 
found this knowledge extremely valuable. Styles and 
methods of dissection differ with individual operators. 
Sharp accurate dissection and hemostasis take a long 
time in some operations, and the blood loss from wound 
edges, small capillaries, or venules, which may be ex- 
posed for a long time, may not be appreciated. 

We report herewith a series of 212 operations in which 
we have measured the blood loss (see the accompany- 
ing table). The series is consecutive except for a few 
cases in which, for various reasons, the sponges were not 
weighed or the data were inaccurate. Figure 2 shows the 
blood loss in 174 operations. Although the series is small 
from the standpoint of a large number of operations of 
any particular type, certain points are evident: 

1. Certain operations are regularly accompanied by 
a minimal loss of blood, ranging from 20 cc. to 200 cc. 
These include appendectomy, herniorrhaphy, cholecyst- 
ectomy, local excision of a breast tumor, thyroidectomy, 
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and simple stomach operations, such as gastrostomy, 
gastrotomy, and gastroenterostomy. 

2. There is a middle group, colon resections, explor- 
atory laparotomy, simple mastectomy, neck dissection, 
gastrectomy, and groin dissections, in which the opera- 
tive blood loss was 300 to 1,000 cc. Some of these figures 
are higher than the averages Bonica and Lyter recorded 


Blood Loss During Surgical Operations in the Authors’ Series 


Blood Loss 


. 
Maxi- Mini- 
No.of mum mum Average 
Operation Cases (Ce.) (Ce.) (Ce.) 
Neck operations 
Jaw and neck dissection.............. 4 1,873 1,098 1,444 
Partial neek dissection................ 4 477 122 320 
Thyroid operations 
Subtotal thyroidectomy .............. 8 429 68 222 
Thyroid lobectomy 11 428 ll 113 
1 ‘we 147 
Breast operations 
a 2 465 362 419 
Radical mastectomy ................. 12 2 385 547 1,151 
Local tumor, exeision................. 8 67 14 49 
Gastrie operations 
Sev 2 220 93 157 
1 ‘és 109 
18 1,640 349 855 
Subtotal for earcinoma............. 4 1,455 820 1,005 
Esophageogastrectomy ............. 2 1,706 872 1,289 
Biliary operations 
24 718 76 219 
3 931 502 732 
Choleeystojejunostomy .............. 1 656 
Intestinal operation 
‘pper abdominal exploration 
6 763 131 353 
Small bowel resection, adhesions..... 2 567 96 332 
nade cans 13 1,342 210 613 
Abdominoperineal resection .......... 2 2,830 1,243 2,037 
16 124 8 51 
Pelvie operations 
Hysterectomy for fibroid tumor...... R37 252 541 
Resection for extensive pelvie mass... 2 3,047 1,565 2,306 
3 77 48 62 
Perineal operations 
Vaginal myomectomy ................ 2 194 80 137 
Vascular operations 
Miscellaneous operations 
Excision pseudo pancreatic cyst..... 1 800 
Excision lipoma wall of cecum....... 1 a ban 106 
Gastric hemorrhage .................. 1 868 
Excision polyp colon.................. 1 160 
Splenectomy and nephrectomy........ 1 2,006 
Salpingo-oophorectomy .............. 1 “pe 510 


from the literature. This simply indicates that every sur- 
geon should know approximately how much blood loss 
to anticipate in a given operation, using the technique of 
his choice. 


3. Extensive cancer operations, as one might expect, 
may be accompanied by a large blood loss. An occasional 
benign tumor, often pelvic, must be dissected away from 
adherent structures, with considerable blood loss. It has 
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been well noted in several studies that greatest blood 
loss may accompany radical breast operations and ab- 
dominoperineal resections. Chest, intracranial, and 
orthopedic procedures, which are not included in this 
series of cases, are frequently in this category. Combined 
jaw and neck dissections may also be accompanied by 
large blood losses. In a recent article by Royster and 
co-workers ° from the University of Pennsylvania Hos- 
pital, the average amount of blood lost in 11 jaw and 
neck dissections was 3,500 cc. In radical neck dissections 
alone there was a loss of 2,500 cc. 

4. Although local removal of a breast tumor is ac- 
companied by very little blood loss, there may be an 
appreciable blood loss in a simple mastectomy. 

5. In abdominal explorations for inoperable cancer, 
at which nothing definitive is done, one may expect con- 
siderable bleeding, because of the vascularity of the tis- 
sues and, oftentimes, the amount of time and dissection 
necessary for a thorough exposure to determine inoper- 
ability. (In six such operations there was an average loss 
of 348 cc.) Because in such cases there is usually ad- 
vanced cancer, and therefore considerable weight loss, 
this blood should be replaced. 

6. In any such series, with small totals of individual 
operations, a statistically significant average may not be 
obtained, but the data are nevertheless important. The 
three operations on the common duct (fig. 2) were ex- 
tensive secondary procedures, not the usual exploration 
accompanying cholecystectomy. In 18 cholecystectomies 
for chronic cholecystitis the blood loss ranged from 78 
to 260 cc. In the six cases in which an acutely inflamed 
gallbladder was removed, the blood lost in each instance 
was more than 300 cc. (320 to 700 cc.). Dissection 
through inflamed hyperemic tissues about the cystic duct 
and gallbladder bed accounted for this difference. The 
two abdominoperineal resections were very radical pro- 
cedures, one of which included two-thirds of the sigmoid 
colon. A few of the hysterectomies necessitated extensive 
dissections. 

7. There were two extensive dissections of pelvic 
masses. In one there was a large fixed fibroid, grown 
onto an attenuated urinary bladder and thinned out 
vagina; the other involved a difficult resection of an 
Ovarian carcinoma. In order that injury to ureters and 
other deep pelvic structures may be avoided, careful dis- 
section under vision is essential. In such operations, it 
is a distinct advantage for the operator to know how 
much blood is being lost at all stages of the procedure 
and to replace it immediately rather than later, after mild 
shock has supervened. 


DETERMINATION OF BLOOD VOLUME 
Although determinations of blood volume were not 
done, a consistent effort was made to bring all patients 
to surgery with anemia corrected, low plasma protein 
corrected well in advance of the operation, and elec- 
trolyte balance adjusted and maintained. The hemo- 
globin was brought up to 11 or 12 gm., and a patient 
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with hemoglobin of 9 gm. was not considered to be ready 
for operation until 500 to 1,000 cc. of blood had been 
given. 

The chief advantage of blood volume studies lies in 
the preoperative preparation, particularly in debilitated 
patients. Recent studies have shown that patients who 
have lost much weight; or who have had symptoms of 
long duration; or who have carcinoma, especially intra- 
abdominal; and those who have had prolonged drainage 
with loss of serum protein may have a deficit that is much 
greater than anticipated. Anemia cannot be corrected 
quickly—for example, during a surgical operation—if 
there is a severe deficiency. The circulatory system has 
adjusted to the lower blood volume, and, even after the 
introduction of as little as 500 cc. of whole blood, an 
interval is required for compensation.‘ 

In Royster’s ° two parallel series of cases, he used 
twice as much blood when he made up the blood volume 
deficit before operation as when he did not. However, 
in the group in which the deficit was taken care of pre- 
operatively, there was much less operative shock or blood 
pressure drop during the operation. 

In this total series of 212 consecutive patients treated 
surgically by one of us (H. S.), there was one death, that 
of a woman, 75, who had a thyroidectomy for carcinoma. 
Preoperatively there was pressure on the retrolaryngeal 
esophagus and paralysis of one vocal cord. Tracheotomy 
was done the day after surgery, but she died of broncho- 
pneumonia on the ninth day. 

There were a few instances of drop in blood pressure 
during the operations, but these were corrected immedi- 
ately. This study has made us “hemostasis conscious.” 
During resection of an inflamed mesentery in a boy with 
regional ileitis, a suture needle pierced a small vein. The 
blood that was lost before the field was dry was meas- 
ured and amounted to 150 cc. This was one-fourth of the 
total loss of blood for the entire resection of two separate 
loops of small bowel. In another case a small venule in 
the broad ligament, which was left oozing until the tumor 
was elevated out of the pelvis and freed, was responsible 
for one-half of the 500 cc. of blood lost during the entire 
hysterectomy. We feel that the postoperative oozing, or 
intra-abdominal hematomas, from such minor incidents 
are often responsible for a few days’ increase in pulse 
rate, slight distention, and slow convalescence. 

There were no instances of overloading of the circula- 
tion in elderly patients since this regimen of measuring 
blood lost in the operating room was instituted. We did 
have one or two instances of embarrassment of the cir- 
culation before this routine was adopted. The following 
case is an example of such embarrassment. 

A small woman, aged 78, underwent extensive gastrectomy 
for carcinoma. There was only moderate blood loss in the 
operating room; 1,100 cc. of blood was given during the opera- 
tion. She left the operating room in good condition: her skin 
was warm and moist, her pulse rate 80, and respiration rate 16, 
and she had good color. Four hundred cubic centimeters of blood 
was given during the hour and a half immediately following 
surgery. Shortly thereafter (in another half-hour) she was breath- 
ing heavily and had slight cyanosis, and moist rales were heard 
throughout the lung fields. Results of immediate bronchoscopy 
were negative: there was no atelectasis, and very little bronchial 
secretion was brought up. She was digitalized and placed in an 
oxygen tent. There were no abdominal complications. She took 
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food in 48 hours. Although she slowly improved for a few days, 
she never regained pulmonary sufficiency and died two weeks 
after the operation, with clinical and x-ray signs of spreading 
pneumonia. 


Continued hemorrhage in the postoperative period oc- 
curred rarely: in an occasional case of intra-abdominal 
resection, in One case of abdominoperineal resection, 
and in an occasional case of radical breast amputation. 
In these instances, blood pressure, hemoglobin, and the 
like were watched carefully and blood was given freely 
within the first few days when indicated. 

Although all the usual postoperative complications 
were encountered at one time or another, this series of 
patients was remarkably free of postoperative wound 
infections, wound rupture, obstructions, adhesions, and 
major pulmonary complications. There were several pa- 
tients with mild thrombophlebitis of the calf veins who 
were treated successfully with the usual anticoagulants. 
The series contained more than the usual number of 
elderly patients, and many of the operations were radical 
resections for cancer of one body region or another. 
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CONCLUSIONS 


Measurement of the blood lost in a consecutive series 
of 212 surgical operations revealed the following data: 


1. Certain operations, such as appendectomy, hernia, 
thyroidectomy, and cholecystectomy, are accompanied 
by minimal loss of blood, about 200 cc. 

2. A middle group, including hysterectomy, colon re- 
section, and stomach resection, is accompanied by losses 
ranging from 300 to 1,000 cc. 

3. Losses greater than 1,000 cc. are likely to take 
place during radical breast amputation, abdominoperi- 
neal resections, combined neck and jaw dissections, or 
extensive intra-abdominal dissections of large adherent 
tumors. 

4. Averages of blood loss values obtained for a given 
operation vary with different surgeons. 

5. Correcting preoperative anemia and replacing 
blood lost during the operative procedure contributes in 


a surprising degree to freedom from postoperative com- 
plications. 
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EOSINOPHIL RESPONSE TO EPINEPHRINE AND CORTICOTROPIN 


STUDIES IN ALCOHOLICS AND NONALCOHOLICS 


Charles W. Dowden, M.D. 


James T. Bradbury, Sc.D., Louisville 


Chronic alcoholism, since it has been termed a disease 
or illness, has attracted attention in several different 
fields of medicine, such as psychiatry, nutrition, and 
endocrinology. Reports of similarities of postmortem 
findings between Addison’s disease and delirium tremens 
have led to the consideration of adrenal cortical hypo- 
function in patients with chronic alcoholism, and, from 
the clinical standpoint, blood chemistry studies have been 
said to show changes in patients with chronic alcoholism 
that are also similar to those found in patients with Addi- 
son’s disease.' On the basis of such findings adrenal cortex 
extract has been administered parenterally to alcoholics 
with severe “hang-over” symptoms or delirium tremens.* 
Rather dramatic relief of symptoms within 24 hours or 
less has been described. Patients with Korsakoff’s psy- 
chosis have been reported to respond remarkably well.-* 
Dosages of adrenal cortex extract have varied, but gener- 
ally aqueous preparations have been given intravenously 
or lipo-adrenal cortex has been given intramuscularly.” 
More recently Smith * has investigated the eosinophil 
response to epinephrine and corticotropin (ACTH) in 
patients with chronic alcoholism in an effort to evaluate 
pituitary-adrenal function in these patients. Various 
authors as reported by Goldfarb and Berman ® have 
found evidence of hypoplasia of the adrenal cortex in 
animals in which “chronic alcoholism” was induced. 
However, hyperplasia has been found also. Smith °*” has 
also reported that alcohol is a stress agent in rats, in that 
it produces definite eosinopenia. 


Controversy has existed as to the role the adrenal 
glands play in alcoholism—whether hypertrophy or 
atrophy predominates in different stages and whether 
alcoholism plus poor diet is the cause or effect of such 
changes." The need for adequate control studies has been 
stressed.’ 


In the present study we attempted to determine 
whether it was possible to detect some evidence of 


adrenal or pituitary-adrenal insufficiency in chronic al- 
coholics. 
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METHOD OF STUDY 

The subjects of this study belong to three groups: 
(1) “active” alcoholics, (2) “arrested” alcoholics, and 
(3) nonalcoholic controls. 

The term “active” was arbitrarily chosen to designate 
patients in the unit for treatment of alcoholism. “Ar- 
rested” refers to volunteers from Alcoholics Anonymous 
with periods of sobriety varying from one to five years. 
In this study all members of Alcoholics Anonymous 
with less than one year’s sobriety were included in the 
active group. The nonalcoholic controls were chosen 
from hospital personnel, such as nurses and aides, and 
from personnel of an industrial plant, consisting of men 
in supervisory Or in executive positions with records of 
many years of steady service.* A few friends of patients 
also participated. Many of these controls were social 
drinkers, but few were teetotalers. 

All laboratory work was done in the endocrine 
laboratory of the University of Louisville School of 
Medicine. The four-hour epinephrine and corticotropin ° 
tests as described by Thorn '® were performed on the 
alcoholic subjects as follows: 

In the “active” greup, a total number of 80 subjects 
were examined. Fifty-six of these received one epineph- 
rine test each (two were tested twice). Forty-five of the 
80 subjects received one corticotropin test each (five 
were tested twice). Thus, 21 subjects of the group of 
80 received one test with each substance. 

A total of 19 “arrested” alcoholics were examined. 
Twelve of these were tested once with epinephrine, and 
17 were tested once with corticotropin. Ten subjects of 
the group of 19 received one of each test. 

Examinations in the “active” group were done on one 
of the last days of hospitalization. Routine treatment 
with parenterally administered vitamins, fluids, and in 
many cases adrenal cortex extract had been carried out 
earlier, but treatment was usually minimal at the time 
of the test, and most of the severe “hang-over” symptoms 
had subsided. Included in this active group were eight 
ex-patients or members of Alcoholics Anonymous who 
had been abstinent for a period of several weeks or 
months only and who reported to the hospital as out- 
patients for their tests. A period of one or two days 
intervened between examination of those subjects who 
received both epinephrine and corticotropin tests. 

We planned to study 12 nonalcoholic volunteers from 
hospital personnel as follows: Each volunteer was to be 
subjected to one four-hour epinephrine, one four-hour 
corticotropin test, and three separate tests with 0.5 cc. of 
isotonic sodium chloride solution given subcutaneously 
as a placebo. These examinations were to be per- 
formed at weekly intervals, so that, for example, tests 
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with isotonic sodium chloride solution would be done on 
the same day in the first, third, and fifth weeks, epineph- 
rine response tests in the second week, and corticotropin 
tests in the fourth week. However, six subjects each re- 
ceived only two tests with the sodium chloride solution. 

The 16 control nonalcoholic industrial workers were 
examined in much the same manner except that the 
sequence of the tests in successive weeks was cortico- 
tropin, sodium chloride solution, and epinephrine. (One 
subject failed to receive a test with the sodium chloride 
solution.) Complete facilities for drawing blood and 
giving injections by our own nursing staff were arranged 
in the first aid department of the plant. Each volunteer 
reported for his test before or shortly after starting 
his work in the morning. The four-hour blood specimens 
were drawn fairly promptly, but delays up to 30 minutes 
were encountered in a few cases. 

Combining the two nonalcoholic groups, therefore, a 
total of 28 subjects each received one epinephrine and 
one corticotropin test; 27 of these same subjects also 
received a total of 45 tests with isotonic sodium chloride 
solution. 

In addition, 12 nonalcoholic subjects received only a 
single corticotropin test, making a total of 40 in the 
entire control group. The batch of corticotropin used in 
this group contained only 65-mg. vials, and three 21-mg. 
doses were obtained from each vial to eliminate wastage 
and possible inaccuracy in measuring doses. In all con- 
trol subjects 21-mg. doses of corticotropin were used, 
but Thorn,'’ in figure 22, indicates that the difference 
in eosinophil response is not significant when 21 or 25 
mg. doses of corticotropin are used. 

None of our subjects in any group was given specific 
instructions to omit his usual meals on the day of his 
examinations, nor was a specific time arranged for con- 
ducting any test, chiefly because we were obliged to suit 
the convenience of the volunteers. Generally, however, 
they were started during the midmorning hours. 

Six alcoholics and one nonalcoholic received cortico- 
tropin in doses of 20 mg. in 500 cc. of isotonic sodium 
chloride solution by slow intravenous drip *' over an 
approximate eight-hour period. The alcoholics had had 
periods of sobriety varying from several weeks to three 
years at the time of the tests. Circulating eosinophil 
counts were performed prior to and immediately on 
completion of the infusion. Food was allowed during the 
eight-hour period if desired. Forty-eight hour cortico- 
tropin tests '* were performed in seven alcoholics, sev- 
eral of whom had been subjected also to four-hour or 
eight-hour intravenous tests. 


RESULTS 

The average age of the 99 alcoholics, including ar- 
rested alcoholics, was 44 years, the youngest being 27 
and the oldest 60 years. The average age of the 40 sub- 
jects in the nonalcoholic group was 35 years, the young- 
est being 19 and the oldest 61 years. There were 12 
women in the group of active alcoholics and five in the 
group of arrested alcoholics. In the nonalcoholic con- 
trols 11 were women. 

The eosinophil responses in the various tests are pre- 
sented graphically in figure 1. It is obvious that there 
was a Similar average response in three test groups, 
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namely, nonalcoholics given epinephrine and both groups 
given corticotropin. In these three groups of tests the 
average drop in the eosinophil count was 47% to 49%. 
In contrast to these was the relatively small decrease 
(26% ) in the eosinophil count of the alcoholic group 
given epinephrine. The difference in the response of the 
alcoholics and nonalcoholics to epinephrine is statisti- 
cally significant as indicated by a t value of 4.8. The 
slight fall in the eosinophil count in the nonalcoholic con- 
trols given isotonic sodium chloride solution as a placebo 
agent (i. e., there is an overlapping of fiducial limits with 
those of the alcoholics given epinephrine) further em- 
phasizes the minimal response of the alcoholic group. 
The actual numerical values of these observations and 
their statistical deviations are listed in the accompanying 
table. 

Within the alcoholic group the responses of the “active” 
and “arrested” alcoholics are placed in separate vertical 
groupings in figure 1. The apparent similarity of the re- 
sults obtained in these subgroups is verified in the table. 


Numerical Values of Test Results 


Aleoholies 
Total ~- 
This Other “This Other 
Active Arrested Study Studies Study Studies 


Epinephrine Tests 


No. tests 58 * 12 70 73 28 17 3 

% echange..... —25.1 —29.1.. —2%6 —29 

Standard deviation +27.0 +18.4 +19 

yd Tests 

No. of t est as 508 17 67 73+ 
Mean % —47 —47 —47 —i6 
No 
Normal stim- 
Isotonie Sodium Chloride Solution Tests — ‘ontrols) saline ulus 
No. of t tes ‘ve 45 || 45 4 
Standard dev iation «ewes +25.8 


* Fifty-six cases. 

+t From Smith. 

t From Best and Samter (estimated from their graph).'* 

§ Forty-five cases. 

| Twenty-seven cases: 15 cases, one test each; 6 cases, two tests each; 
and 6 cases, three tests eac 

q From Rud (table ITA) 12: 30 cases, one test each; 6 cases, two tests 
each; and 1 case, 3 tests. 


The comparison of eosinophil responses to the 4-hour, 
8-hour, and 48-hour intravenous corticotropin tests is 
shown in figure 2. The following results are readily seen: 
(1) The subject designated by the open triangle re- 
sponded to four-hour tests in an erratic manner when 
studied at intervals of several weeks. (2) In all seven 
intravenous eight-hour tests the eosinophil response was 
excellent, amounting to 90% or greater reduction in 
count. Some of the seven subjects responded poorly to 
other corticotropin tests as noted in figure 2. (3) The 
48-hour tests on the few subjects examined present 
rather inconclusive results, showing either a better or 
worse response as compared with the four-hour test. 


COMMENT 

Although the mean values for the test groups in figure 
1 show similarities and differences, the wide scatter of 
individual responses shows an almost complete over- 
lapping range for all groups. This extreme variability 
has made it seem that individual tests may have little 
significance, especially in view of the equally wide range 
of responses after administration of isotonic sodium 
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chloride solution. In fact, Rud '? has shown spontaneous 
fluctuations in eosinophil counts at 15 to 30 minute 
intervals that are as great as some of those observed 
under experimental conditions. These spontaneous vari- 
ations have also been emphasized by Fisher and Fisher.'* 
Further study is necessary to determine the significance 
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Fig. 1.—Results of tests. Each dot represents the percentage change in 
eosinophil count from the initial blood to the four-hour blood specimen. 
In each group, the heavy horizontal line indicates mean or average per- 
centage change; areas including wide and narrow cross hatching indicate 
Standard deviations; those including only narrow cross hatching indicate 
fiducial limits of mean. “A.A.”’ below the subgroup indicates members of 
Alcoholics Anonymous (‘‘arrested’’) of longer than one year’s sobriety. 
Each dot in each column represents a test on a different subject except for 
those in the middle column, which shows these tests were done on 12 
subjects. 


of these apparently spontaneous variations in the num- 
ber of circulating eosinophils. 

In spite of these wide individual fluctuations in the 
various tests, the mean values are almost identical to 
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Fig. 2.—Corticotropin tests. Each symbol represents the change in 
number of eosinophlis from the initial count to that at the end of the 
test. Different corticotropin tests in same subject are indicated by like 
symbols; solid circles denote single tests in different subjects. 


those found by other authors. In alcoholic subjects tested 
with epinephrine, Smith * reported an average decrease 
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of 29% in circulating eosinophils as compared with a 
26% decrease in our series. Similarly, Best and Samter "' 
found a 43% '* decrease in eosinophils in a group of 
normal subjects and patients with miscellaneous condi- 
tions given 0.2 to 0.4 mg. of epinephrine, whereas our 
finding in nonalcoholics with a dose of 0.3 mg. was a 
48% decrease. However, in Best and Samter’s group 
labeled “normals” alone, a decrease of approximately 
65% °° was obtained in response to epinephrine. Rud’s 
tabulated results show an average decrease of 11.4% in 
the number of eosinophils during the four hours (8 
a. m. to 12 noon) usually designated as the interval for 
the Thorn test. No stimulus whatever was used in his 
series. Using 0.5 cc. of isotonic sodium chloride solution 
as a control, we found that the average response was a 
10.7% decrease in eosinophils during the four-hour test 
interval. The similarity of these results in different 
laboratories attest to the significance of the tests. 

Smith’s studies were apparently conducted entirely on 
alcoholics, and it might be argued that they were in a 
state of chronic malnutrition. Best and Samter found 
the poorest eosinophil response (about 35% decrease) 
in their malnourished patients given epinephrine or 
ephedrine. The fact that we obtained equally poor re- 
sponses in the “active” and in the “arrested” alcoholics 
who had been on good diets from one to five years makes 
it seem less likely that malnutrition is the prime factor. 

There are obvious differences between the mean values 
for our subjects tested with corticotropin and those re- 
ported by Thorn?’ and by Smith.* Smith reported an 
average decrease in eosinophils in alcoholics given 
corticotropin of 56%, whereas our average decrease was 
47%. Similarly, Thorn reported an average decrease 
of 75% in normal subjects given corticotropin, and we 
found only a 49% decrease. Several points of difference 
in technique may account for these discrepancies. Our 
patients were not subjected to an interval of fasting before 
or during the test. Rud ’* has shown that withholding 
breakfast will result in about a 20% decrease in cir- 
culating eosinophils during the 8:00 a. m. to noon inter- 
val. Mote *" specifies that breakfast is withheld on the 
day of the test. Thorn "’ allows the patient to have break- 
fast immediately after the initial blood specimen is 
drawn. It has been reported recently that some lots of 
corticotropin contain extraneous material (possibly 
proteolytic enzymes) that brings about rapid destruction 
of the corticotropin when mixed with blood and tissue 
fluids.'* This reduces its effectiveness for intramuscular 
administration, since it may be destroyed in muscle 
tissue before it is absorbed. 

Whatever the cause of the differences in the average 
decrease in circulating eosinophils in our tests with cor- 
ticotropin as compared with those of Smith or Thorn 
(nonfasting state or different lots of corticotropin) our 
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nona!coholics and alcoholics were tested in a comparable 
manner. Under these conditions there was no apparent 
difference in the four-hour eosinophil response of the 
two groups to corticotropin given intramuscularly. 

Because of the variable eosinophil responses to the 
four-hour corticotropin tests in the same subjects on 
different days (fig. 2), we would not consider any sub- 
jects as having an adrenal cortical insufficiency on the 
basis of a single poor response. Neither could we draw 
conclusions from our few 48-hour corticotropin tests, 
but they are shown for the sake of comparison. However, 
the eight-hour intravenous tests apparently leave no 
doubt as to the ability of all these subjects to respond to 
corticotropin given in this manner even when some had 
responded poorly to the four-hour tests. Several of these 
same subjects are among those who responded poorly 
to the four-hour epinephrine test also. 

The studies of Hoagiand'’ and co-workers have 
shown that schizophrenic patients respond to stress 
agents and stress conditions to a lesser extent than nor- 
mal persons. They report that those patients who show 
more nearly the normal response to epinephrine and to 
corticotropin are those with the best prognosis for re- 
habilitation. It is yet to be proved whether pituitary 
adrenal deficiencies may contribute to personality dis- 
orders such as schizophrenia or to alcoholism. 


SUMMARY AND CONCLUSION 


Circulating eosinophil! responses to epinephrine and 
corticotropin (ACTH) in a group of 99 chronic al- 
coholics with varying periods of sobriety are compared 
with those responses in a group of 40 nonalcoholic 
controls. No difference was found between the alcoholic 
and nonalcoholic groups when comparing mean or 
average percentage change (—47% ) in eosinophil counts 
in the four-hour corticotropin test. Essentially the same 
mean value was also found in the nonalcoholic group in 
response to the four-hour epinephrine test. However, the 
alcoholic group definitely showed a poorer eosinophil 
response in the four-hour epinephrine test (-26% ). 

With 0.5 cc. of isotonic sodium chloride solution used 
as a placebo, average eosinophil responses in four hours 
(—10.7% ) ina group of control nonalcoholics compared 
favorably with the average change in a four-hour period 
(11.4% ) found by Rud when no stimulus was used. The 
effects of fasting on eosinophil counts and the influ- 
ence of such a factor on results presented are discussed. 

Repeated four-hour corticotropin tests in the same 
subjects at different times may show widely divergent 
results. Corticotropin administered intravenously in 500 
cc. of isotonic sodium chloride solution by slow drip over 
an eight-hour period would appear to be the most effec- 
tive method of evaluating the function of the adrenal 
cortex by circulating eosinophil changes. 

The subnormal eosinopenic responses of the alcoholic 
group to epinephrine suggests the possibility of some de- 
ficiency in the production or release of corticotropin by 
the pituitary. Further study is necessary to determine 
whether alcoholics are less responsive to other stress 
agents, but the above findings tend to confirm the clinical 
impression that adrenal cortex extract is beneficial in 
the treatment of the acute alcoholic “hang-over’’ states. 
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Phenyibutazone (butazolidin") is one of a group of 
pyrazole derivatives developed by the chemists of the 
J. R. Geigy Co., of Basel, Switzerland, in an attempt to 
find compounds with pharmacologic properties similar 
to aminopyrine but without its toxicity (see accompany- 
ing figure). Many clinical trials have been conducted in 
Switzerland and Germany, with a combination of amino- 
pyrine and phenylbutazone in equal parts (the mixture 
is known as irgapyrin” in Europe and butapyrin” in this 
country.') These studies were initiated since phenylbuta- 
zone was found to promote the solubility of the relatively 
insoluble aminopyrine, thus permitting its parenteral use. 
There have been no reports of extensive clinical trials of 
phenylbutazone alone, whereas the clinical effects and 
toxicity of aminopyrine are well known. Since the anti- 
rheumatic properties of the mixture have been so favor- 
able, it was desirable to evaluate phenylbutazone sepa- 
rately. 


- 3 

Aminopyrine is (di- 

methylaminoantipyrin-aminopyrine) (left) and phenylbutazone is sodium-4- 

butyl-1,2-diphenyl-3.5-pyrazolidinedione (right). 


Considerable pharmacologic investigation has been 
reported. Wilhelmi '* demonstrated that phenylbutazone 
alone raised the pain threshold to electrical stimulation of 
the pulp of incisor teeth in rabbits, that it had an anti- 
pyretic effect in rabbits infected with Escherichia coli, 
and that it delayed the development of erythema on the 
skin of rabbits exposed to ultraviolet irradiation (an anti- 
inflammatory action). In this latter experiment, pheny!- 
butazone was found to be more effective than amino- 
pyrine or the combination of the two agents (irgapyrin* 
or butapyrin®). Phenylbutazone was also more effective 
in inhibiting localized edema and increased capillary 
permeability produced by the application of irritants 
such as croton oil. Studying the blood concentrations, 
Pulver found that phenylbutazone is excreted at a slower 
rate than is aminopyrine. In the mouse and rat, the LD» 
of phenylbutazone was lower than that of either amino- 
pyrine or of the mixture. In large doses, these pyrazoles 
produce tonic-clonic convulsions. In rats, the daily oral 
administration of phenylbutazone, 50 mg. per kilogram 
of body weight, was found to produce no apparent 
chronic toxicity. 

The purpose of the present study was to evaluate 
phenylbutazone clinically in gout and various rheumatic 
diseases as well as to determine in the laboratory the 


effect on pituitary-adrenal interrelationship, tissue res- 
piration of cerebral cortex, chronic toxicity, and possible 
alteration of the experimental polyarthritis of rats. 


CLINICAL EVALUATION 

Phenylbutazone was administered orally in the form 
of coated tablets containing 125 or 200 mg. as well as 
intramuscularly in a 20% solution of its sodium salt. 
The range of oral dosage was between one and six tab- 
lets daily. Parenteral administration was reserved for 
acute situations, in which the range was 0.6 to 1.0 gm. 
once daily until relief of symptoms. The period of clinical 
observation varied from one to five months. 

Gout.—As shown in table 1, 48 patients with gout 
were treated with phenylbutazone, and all showed some 
degree of clinical benefits. In the majority of patients 
colchicine had previously been used with varying degrees 
of success and in many was poorly tolerated in clinically 
effective dosage. Among 19 patients in whom com- 
parison with the use of colchicine was made, 9 patients 
responded better to phenylbutazone therapy, 3 responded 
better to colchicine therapy, and 6 had equivalent results. 


From the Department of Pharmacology and Therapeutics, Stanford 
University School of Medicine. 

These studies were aided, in part by contract between the Office of 
Naval Research, Department of the Navy, and Stanford University 
(NR 131-202) and in part by Geigy Phamaceuticals, Division of Geigy 
Company, Inc., New York. 

i. (a) Wilhelmi, G.: Ueber die pharmakologischen Eigenschaften von 
Irgapyrin, einem neuen Priaparat aus der Pyrazolreihe, Schweiz. med. 
Wehnschr. 79: 577, 1949. (b) Belart, W.: Irgapyrin als Antirheumaticum, 
Schweiz. med. Wehnschr. 79: 582, 1949, Pulver, R.: Ueber Irgapyrin, ein 
neues Antirheumaticum und Analgeticum. Blutkonzentration und synergis- 
tische Wirkung bei Pyrazolderivaten, Schweiz. med. Wehnschr. 80: 308, 
1950. Wilhelmi, G.: Ueber die antiphlogistische Wirkung von Pyrazolen, 
speziell von Irgapyrin, bei peroraler und parenteraler Verabreichung, 
Schweiz. med. Wehnschr. 80: 936, 1950. Jaques, R., and Domenjoz, R.: 
Histamin-antagonistische Wirkung bei Pyrazolen und Antihistaminen, Arch. 
exper. Path. u. Pharmakol. 212: 124, 1950. Wilhelmi, G., and Domenjoz, 
R.: Vergleichende Untersuchungen tiber die Wirkung von Pyrazolen und 
Antihistaminen bei verschiedenen Arten der experimentellen Entziindung, 
Arch. internat. de pharmacodyn. et de thérap. 85: 129, 1951. Stettbacher, 
H. R.: Zur Anwendung des injizierbaren Pyrazolonderivates Irgapyrin 
“Geigy”, Praxis 38: 1069, 1949. Staerkie, A.: Klinische Erfahrungen mit 
Irgapyrin, Therap. Umschau. 6: 111, 1949, Bangerter, A.: Erfahrungen 
mit Irgapyrin ‘““Geigy’’ in der Ophthalmolgie, Praxis 39: 268, 1950. Burk- 
hardt, W.; Matis, P., and Bauer, K.: Zur postoperativen Schmerzbekamp- 
fung mit Irgapyrin, Neue med. Welt 1: 1069, 1950. Gsell, O., and Miiller, 
W.: Parenierale Pyramidon-Pyrazolidin-Therapie von Rheumatismus und 
Infekten mittels Irgapyrin, Schweiz. med. Wehnschr. 80: 310, 1950. 
Loewenhardt, F.: Irgapyrin “Geigy’’ ein neues Antirheumatikum und 
Analgetikum aus der Pyrazolreihe, Deutsche med. Wehnschr. 75: 459, 
1950. Fahndrich, W. H., and Junkersdorf, J.: Vergleichende Untersuchun- 
gen zur parenteralen Pyramidontherapie, unter besonderer Bericksichtigung 
des chronischen Gelenkrheumatismus, Deutsche med. Wechnschr. 75: 1145, 
1950. Kienle, H.: Erfahrungsbericht tuber Irgapyrin—‘‘Geigy,’’ ein neues, 
hochwirksames Injektionspraparat aus der Pyrazolreihe, Miinchen. med. 
Wehnschr. 92: 885, 1950. Mehlin, H.: Therapeutische Notiz uber Irga- 
pyrin, Therap. Umschau. 6: 179, 1950. Trompiz, G.: G-15903 (Irgapyrin) 
als Analgeticurn und Antiphlogisticum, Therap. Umschau. 7:7, 1950. 
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Fenz, E.: Wirkungsweise und neue Indikationen von Irgapyrin, Wien. med. 
Wehnschr. 100: 754, 1950. Fabre, J., and Mach, R. S.: L’action de 
l'irgapyrine sur les métabolismes du sel et de Veau et sur les fonctions 
rénales, Schweiz. med. Wehnschr, 81: 473, 1951. Kuzell, W. C., and 
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In 20 patients, comparison with irgapyrin® (buta- 
pyrin®) therapy was made. Of these, 4 responded better 
to treatment with phenylbutazone, 3 derived more bene- 
fit from irgapyrin,” and 13 experienced equal improve- 
ment. Comparison with cortisone therapy in three pa- 
tients demonstrated a similar degree of improvement. 


TABLE 1.—Response of Gout to Treatment with Phenylbutazone 


Grade of Therapeutic Response,t 
No. of Patients 


Stage * I I] III IV Total 
5 1 0 
?0 13 0 40 
95 15 8 0 48 


* Stage I, acute gout, with asyimptomatie periods between exacerba- 
—. Stage II, acute gout superimposed on chronie gouty arthritis. 
ie herapeutic response; Grade I, complete remission in 48 hours or less. 
Grade Il, major improvement, indicating rapid decrease of signs and 
symptoms within 48 hours, but with slight persistence up to seven days 
following initial therapy. Grade III, minor improvement with analgesia 
and decreased swelling, but not complete remission, in spite of continual 
therapy. Grade IV, no effect. 


As indicated in table 1, 25 of the 48 gouty patients 
experienced a complete remission in 48 hours or less. 
In some instances marked analgesia became apparent 
within a matter of minutes after intramuscular admin- 
istration of phenylbutazone. 

Serial determinations of serum uric acid showed strik- 
ing diminution in all patients treated. Forty of the 48 
gouty patients had chronic gouty arthritis and were uni- 
formly better on oral maintenance therapy with phenyl- 
butazone than with previous conventional therapy. 

Rheumatoid Arthritis Phenylbutazone was admin- 
istered to 29 patients with rheumatoid arthritis. The re- 


TABLE 2.—Response of Rheumatoid Arthritis to 
Phenylbutazone Therapy* 


Grade of Therapeutic Response, 


No. of Patients 
Stage Class I Il lil IV Total 
Se ee I 0 0 0 0 0 
I 0 0 0 0 
IT 1 6 2 0 9 
Ill 0 2 1 0 3 
IV 1 0 0 0 1 
Ee ee I 0 0 0 0 0 
II 1 1 1 0 3 
Ill 0 2 0 0 2 
IV 0 0 0 0 
I 0 0 0 0 0 
II 0 3 2 0 5 
III 0 3 1 0 4 
IV 0 1 1 0 2 


* According to the criteria of the American Rheumatism Association 2: 
Stage is the extent of rheumatoid a. objective changes 
increasing from mild (I) to severe (1V 
Class is the functional capacity of the. ‘patient, ranging from 
complete activity (1) to ineapacitation (1V) 
Grade is the response of rheumatoid activity to therapy, ranging 
from complete remission (1) to complete lack of effect (LV). 


sults were evaluated according to the criteria of the 
American Rheumatism Association * and are presented 
in table 2. 

Among the 29 patients, 21 showed grade I or grade II 
therapeutic response. In all patients treated there was 
some measure of improvement noted. 


2. Steinbrocker, O.; Traeger, C. H., and Batterman, R. C.: Therapeutic 
Criteria in Rheumatoid Arthritis, J. A. M. A. 140: 659 (June 25) 1949. 
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Four patients with severe vasospastic type of rheu- 
matoid arthritis were able to reduce their established 
maintenance dosage of cortisone by taking phenylbuta- 
zone concurrently; however, when phenylbutazone was 
used alone, an equivalent degree of therapeutic response 
was not obtainable (although parenteral administration 
was not attempted in these four patients). Four other 
patients responded better to phenylbutazone than to 
cortisone therapy, while three more patients responded 
better to cortisone therapy. One patient showed a similar 
response to treatment with both agents. 

In all instances continual administration of phenyl- 
butazone was necessary to maintain suppression of symp- 
toms. Thus, as with cortisone and corticotropin, there is 
no permanent reversal of the rheumatic state, and the 
erythrocyte sedimentation rates remained elevated in all 
cases except where grade I therapeutic response was 
noted. 

Rheumatoid Arthritis with Psoriasis.—Eight patients 
with psoriasis and associated arthritis treated with phen- 
ylbutazone showed grade II and III response, as indi- 
cated in table 3. In six of the eight there was a disap- 
pearance of skin lesions. 


TABLE 3.—Response of Psoriasis with Arthritis to 
Phenylbutazone Therapy* 


of | Pati ier 
Stage Class I Il I lV Total. 
II 0 2 1 0 3 
Ill 0 1 1 0 2 
II 0 1 0 0 1 
Ill 0 1 1 0 2 


* Refer to table 2 for interpretation. 


Rheumatoid Arthritis of the Spine (Ankylosing Spon- 
dylitis)—Among 11 patients with ankylosing spondyli- 
tis, all showed some measure of improvement, as evalu- 
ated in table 4. 

Rheumatoid Arthritis with Degenerative Joint Dis- 
ease.—Eleven patients with “mixed” arthritis were 
treated with phenylbutazone, and one of these failed to 
respond. The results are presented in table 5. 

Other Disorders.—In six postmenopausal women with 
osteoporosis of the spine, phenylbutazone in conjunc- 
tion with sex hormone therapy afforded major symp- 
tomatic relief. Here the degree of analgesia was superior 
to that obtained with salicylates and/or codeine. 

In degenerative joint disease (osteoarthritis) 10 pa- 
tients were treated with phenylbutazone. Three showed 
major improvement, three showed minor improvement, 
and four were unchanged. In this group of osteoarth- 
ritics, three had malum coxae senilis, and all showed 
improvement. 


Eight patients with acute peritendonitis of the shoulder 
were treated, and five experienced prompt and complete 
relief of symptoms while three experienced partial relief 
of symptoms. 

In single cases of the following conditions there was 
no improvement: Sudeck’s atrophy, multiple sclerosis, 
herniated intervertebral disk, and periarteritis nodosa. 
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In one case of Sjogren’s syndrome (keratoconjunctivitis 
sicca) analgesia was achieved. In one case of Raynaud’s 
disease, a marked warming of the extremities was ex- 
perienced. Minor improvement was noted in one case of 
migraine and one case of nerve root pressure pain. In 
one case of monocytic leukemia and ankylosing spondyli- 
tis, relief of symptoms was effected, but aplastic anemia 
developed after a combination of x-ray and phenyl- 
butazone therapy. 
CLINICAL TOXICITY 

Clinical toxic manifestations included morbilliform 
rash, edema, nausea, activation of peptic ulcer, vertigo, 
and anemia. Of the 140 patients in this series 47 had 
toxic manifestations. Among these 47 the medication 
was discontinued in 17 owing to severity of these side- 
reactions. The morbilliform rash rapidly dissipated with 
discontinuance of therapy. In severai instances resump- 
tion of therapy with smaller dosage was not followed by 
recurrence of the rash. The edema could be reduced by 
limitation of sodium intake and could be dispelled by 
discontinuance of medication. This edema was generally 
refractory to treatment with mercurial diuretics. Among 
the 140 patients treated there was no instance of marked 
increase in blood pressure. 


TABLE 4,.—Response of Rheumatoid Arthritis of the Spine 
(Ankylosing Spondylitis) to Phenylbutazone Therapy* 
Grade of Therapeutic Response, 
No. of Patients 


Stage Class I IL Ill IV Total 
II 1 2 0 0 3 
II 0 0 1 0 1 
Ill 1 1 0 0 2 
II 0 1 a 2 
Ill 1 2 0 0 3 


* Refer to table 2 for interpretation. 


Nausea was the most frequent untoward reaction 
noted, but its incidence was reduced after the provision 
of enteric-coated tablets. In four cases the gastrointes- 
tinal irritation was apparently severe enough to activate 
preexisting duodenal ulcers. Vertigo was transitory and 
of a mild nature. Nystagmus was not observed. 

Two cases of anemia occurred during the course of 
phenylbutazone therapy. The first was in a 48-year-old 
man with long-standing, severe hypertension, previous 
lymphosarcoma of the rectum, previous cerebral hemor- 
rhage, and marked osteoarthritis. During phenylbutazone 
therapy an unexplained massive hemoptysis developed, 
and subsequently the patient had moderately severe sec- 
ondary anemia. The other case was in a 63-year-old man 
with ankylosing spondylitis and monocytic leukemia, in 
whom aplastic anemia developed after a combination of 
x-ray and phenylbutazone therapy. One month previ- 
ously he had received some irgapyrin.” 

Among the 140 patients treated with phenylbutazone, 
there was no instance of leukopenia (including the two 
with anemia mentioned above). Two female patients 
with rheumatoid arthritis previously showed definite 
leukopenia with irgapyrin® therapy, but their leukocyte 
counts remained unchanged during phenylbutazone ther- 
apy. Among 300 patients treated with irgapyrin® (to be 
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reported elsewhere) there was one instance of agranulo- 
cytosis with recovery. 

Four patients with coexisting diabetes mellitus treated 
in this series of patients experienced no increased insulin 
requirement while receiving phenylbutazone. 


PHARMACOLOGIC EXPERIMENTS 
Effect on the Pituitary-Adrenal Axis.—Since there 
was some Clinical suggestion that irgapyrin® and phenyl- 
butazone might exert effects similar to those of cortisone 


TABLE 5.—Response of Rheumatoid Arthritis with Degenerative 
Joint Disease to Phenylbutazone Therapy* 


Grade of Therapeutie Response, 
No. of Patients 


Stage Class I II IIL IV Total 
II 0 2 0 
lil 0 3 0 1 4 


* Refer to table 2 for interpretation. 


and corticotropin (ACTH), for example, edema and 
the antirheumatic activity, the matter was tested experi- 
mentally. First the possibility of direct adrenal stimula- 
tion was investigated by the ascorbic acid depletion test 
of Sayers, Sayers, and Woodbury.* Rats weighing about 
100 gm., obtained from the Hormone Assay Labora- 
tories of Chicago, were used within two days after abla- 
tion of the pituitary glands. Irgapyrin,® phenylbutazone, 
aminopyrine, and corticotropin were dissolved in isotonic 
sodium chloride solution in concentration that per- 
mitted intraperitoneal injection of 0.5 ml. per 100 gm. of 
body weight. Controls received injections in the same 
fashion, with 0.5 ml. of isotonic sodium chloride solution 
per 100 gm. of body weight. One hour after injection, 
the animals were killed by intraperitoneal injection of 
pentobarbital sodium, 350 mg. per kilogram of body 
weight. The adrenals were dissected free of fat and 
weighed on a torsion balance and the ascorbic acid con- 


TABLE 6.—Toxicity of Phenylbutazone 


Manifestations of Toxicity, 

No. of Patients 

> ver) = 

os os = 4. 25 = 

Rheumatoid arthritis...... 29 4 4 } 0 0 0 
Psoriasis with arthritis.... s 2 0 1 0 1 0 0 
Ankylosing spondylitis.... 9 11 0 0 0 0 0 0 0 
Rheumatoid and osteo- 

ll 6 1 3 1 1 0 0 
6 0 1 0 0 0 0 
10 3 0 1 1 0 0 1 
Peritendonitis, shoulder... s 4 0 1 1 2 0 0 
0 1 3 0 0 1 

Oe a 140 47 6 17 20 4 3 2 


tent estimated by the method of Roe and Kuether.* In all 
cases, the floor of the skull was explored for the persist- 
ence of pituitary tissue. The results are present in table 7. 


3. Sayers, M. A.; Sayers, G., and Woodbury, L. A.: The Assay of 
Adrenocorticotrophic Hormone by the Adrenal Ascorbic Acid-Depletion 
Method, Endocrinology 42: 379, 1948. 

4. Roe, J. H., and Kuether, C. A.: The Determination of Ascorbic 
Acid in Whole Blood and Urine Through the 2, 4-Dinitrophenylhydrazine 
Derivative of Dehydroascorbic Acid, J. Biol. Chem. 147: 399, 1943. 
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It is readily apparent that, while corticotropin signifi- 
cantly diminished the adrenal ascorbic acid concentra- 
tion, none of the pyrazolidines did so. This would indi- 
cate that these compounds do not stimulate the adrenal 
cortex directly. 


TaBLe 7.—Effect of Pyrazolidines and Corticotropin on the 
Adrenals of Rats Subjected to Hypophysectomy 


Ratio of 
Average <Aver- 
Adrenal uge Average 
Weight Asecorbie Ascorbie 
(Mg.) Acid Acid 
No. to Con- Concen- 
Dose, of Body tent, tration, 
Mr. Ani- Weight Mg. Mg 
ky. mals (Gm.) Adrenal 100Gm.* P 


i: a 16 0.216 0.024 244.8 
(190-305) 
Corticotropin...... 25 0.010 106.6 17.24 <0.01 
(95-128) 
100) Ww 0.203 0.023 
(248-273) 
Phenylbutazone... 100 6 0.203 0.022 230.4 
(220-240) 
Aminopyrine....... 100) 6 0.186 0.022 266.6 
(263-271) 
* Parentheses enclose range of values. 
o 
ts the diff het t Ma Ns 
s n r prror e erence between Wo — 
p, Standard error o ‘ t \ +N; 


P= <0.01: The observed difference would occur by chance less than 
one time in 100. 


In the second experiment, intact rats (not subjected 
to hypophysectomy) were tested with the same proce- 
dure. As may be observed in table 8, irgapyrin® and 
aminopyrine effected a reduction in adrenal ascorbic 
acid, probably to a significant degree, whereas phenyl- 
butazone had no such activity. These data suggest that 
aminopyrine may stimulate the anterior pituitary to re- 
lease corticotropin, which in turn stimulates the adrenal 
cortex to secrete corticoids. 

A third experiment, originally designed for cortico- 
tropin assay by Simpson, Evans, and Li,’ tested the ability 
of phenylbutazone to maintain the adrenals of rats sub- 
jected to hypophysectomy. In this case, rats freshly 


TABLE 8.—FEffect of Pyrazolidines on the Adrenals 
of Intact Rats* 


Ratio of 
Aver- 


age 
Adrenal age Average 
Weight Ascorbie Ascorbic 


(Mg.) Acid Acid 
No. to (on- Concen- 
Dose, of Body tent, tration, 
My. <Ani- Weight Mg./ Mg. 
Kg. mals (Gm.) Adre nal 100 Gm. Sp Pp 
0 6 0.204 0.024 43.4 
Hi) 
Irgapyrin®........ 100 6 0.212 O18 175.1 16.23 <0.01 
(156-190) 
Phenylbutazone... 100 6 0.173 0.018 297 {) 
(212-245) 
Aminopyrine....... 100 6 0.186 0.020 180.4 16.45 <0.05- 


(169-216) 


*" See footnotes to table 7. 


operated on were given daily intraperitoneal injections 
of phenylbutazone, 50 mg. per kilogram of body weight, 
and were compared with similar animals given cortico- 


5. Simpson, M. E.; Evans, H. M., and Li, C. H.: Bioassay of Adreno- 


corticotropic Hormone, Endocrinology 33: 261, 1943 


6. Kuzell, W. C., and Gardner, G. M.: ACTH, Pregnenolone, Gluta- 
thione, and Gonatropins in Experimental Polyarthritis, Stanford M. Bull. 
8:83, 1950. Kuzell, W. C., and Mankle, E. A.: Cortisone Acetate and 
Terramycin in Polyarthritis of Rats, Proc. Soc. Exper. Biol. & Med. 


74: 677, 1950. 
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tropin and with controls treated with isotonic sodium 
chloride solution. Obviously, as seen in table 9, the pyra- 
zolidine, in the dose used, did not maintain adrenal 
weight. This result reinforces the conclusion that the drug 
does not directly stimulate the adrenal cortex. 

Effect on Brain Metabolism.—In view of the analgesic 
properties and the observation that large doses produce 
tonic-clonic convulsions in animals, it was deemed of 
some interest to investigate the effect of phenylbutazone 
on the metabolism of cerebral cortical tissue. The drug 
was added to slices of rat brain, respiring in Warburg 
flasks under the conditions described in the legend of 
table 10. From this in vitro experiment, it may be sug- 
gested that phenylbutazone may inhibit oxygen con- 
sumption and glucose utilization in cerebral cortical 
tissue. At this time no attempt has been made by us to 
localize the precise region of this inhibition. 


TABLE 9.—Adrenal Maintenance in Rats Subjected 
to Hypophysectomy 


Adrenal Weight (Mg.) 
Body Weight (Gm.) 


Average Adrenal 


Weight (Mg.) 


Sp P 


> Dose Mg./Kg./Day 
+ No. of Animals * 
Average Body 

Weight, Gm.t 


to 


ao ts to 


0.124 
0.167 0.008 < 0.01 
0.126 


5 6 97.5 
Phenylbutazone......... 93.6 


— 
~ 


* Number at end of experiment. In each group there were six rats at 
the beyinning. 
+ Weight at end of experiment. 


TABLE 10.—Effect of Phenylbutazone on the Respiration of 
Rat Cerebral Cortex Slices* 


1 xX 10-3 1x ln? 5b 10-2 
11.72 10.31 5.21 
* QO» = microliters of oxygen consumed per hour per milligram (dry 


weight). The medium was buffered Ringer's phosphate, with glucose, 
1 & lo-*, adjusted to 


in all cases, 


Trials in Experimental Polyarthritis of Rats —Experi- 
mental polyarthritis of rats may be readily reproduced by 
intraperitoneal injection of the L , strain of pleuropneu- 
monia-like organism. This experimental arthritis may be 
prevented or cured by the use of gold salts. Although 
this experimental arthritis is not the same process as 
rheumatoid arthritis in man, it has served as a method 
for making chemotherapeutic trials of many agents and 
for comparison of them with gold in the prevention and 
cure of this experimental infection.° 

In five separate experiments involving 337 albino rats, 
irgapyrin® was given intramuscularly and in the drinking 
water. An evaluation was made both of the preventive 
and the curative effect of irgapyrin® in this experimental 
polyarthritis. In rating the effect the percentage inci- 
dence of arthritis in each group, the percentage survival 
rate, and the extent of joint involvement (rated numer- 
ically on an “arthrogram”) were considered.® Generally 
the percentage incidence of arthritis was slightly more in 


p 35. Respiration was observed in Warburg 
manometers at 37.5 C. was added directly to the medium 
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medicated than in control groups, and the percentage 
survival was slightly less in three and slightly more in 
two experiments. The degree of difference was within the 
normal variation among groups of untreated infected 
controls.’ 

When aminopyrine was given in the diet (0.25% ) in 
two experiments, each involving 20 albino rats, the ex- 
tent of joint involvement was less, and the percentage 
incidence of arthritis and rate of survival the same as for 
the controls. Phenylbutazone, on the other hand, when 
tried as a preventive (20 test and 20 control rats) ina 
similar fashion effected a general worsening of the dis- 
ease as measured by the three criteria. 

Changes in the Blood.—In the rats with experimental 
arthritis receiving irgapyrin,* total eosinophil counts 
were made in the five separate experiments during treat- 
ment, and there were no consistent differences from the 
controls. Likewise, the use of aminopyrine alone did not 
change the total eosinophil counts of these infected rats. 

In the evaluation of the experimental arthritis the in- 
fected animals receiving phenylbutazone and amino- 
pyrine as well as their controls were observed for four 
months. Those receiving phenylbutazone were given 
0.25% in the drinking water, and those receiving amino- 
pyrine were given 0.25% in their diet (ground purina® 
laboratory chow). At the end of the experiment there 
were no consistent differences in total white cell counts or 
erythrocyte counts. 

The average body weights of males and females receiv- 
ing aminopyrine were the same as their controls at the 
end of four months, but the average weights of those re- 
ceiving phenylbutazone were 222 gm. for the males and 
159 gm. for the females, as compared with 265 gm. for 
the male and 186 gm. for their controls. 


COMMENT 

Phenylbutazone apparently is capable of producing 
the beneficial clinical effects previously noted by many 
European clinicians using irgapyrin® in various rheu- 
matic disorders. Since the symptoms of rheumatoid arth- 
ritis return within four to seven days in most instances 
after discontinuance of the use of phenylbutazone, its 
action, like that of cortisone and corticotropin, is prob- 
ably merely suppressive. The analgesic properties of 
phenylbutazone are excellent; particularly in early and 
acute cases there is a marked decrease in joint swelling 
and muscle stiffness suggesting a more general antirheu- 
matic effect. There is also a generalized feeling of warmth 
of the extremities, which is probably due to peripheral 
vasodilatation. Its beneficial action in acute exacerba- 
tions of gout and in chronic gouty arthritis exceed the 
benefits previously experienced by these patients receiv- 
ing the conventional therapy with mixtures of salicylates, 
colchicine, and glycine plus the low-purine diet. The 
prompt decrease in serum uric acid in gouty patients is 
apparently a specific effect. The clearing of the psoriatic 
skin lesions of the patients receiving phenylbutazone for 
the associated arthritis is deserving of further study. 

The toxicity of phenylbutazone is not great. Among 
the 140 patients studied for one to five months in this 
group, there was no instance of leukopenia, in spite of 
the fact that the drug is a member of the pyrazole series. 
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The decrease in erythrocytes and platelets that occurred 
in a patient with monocytic leukemia may have been due 
to the concurrent x-ray therapy or to the disease itself. 
In the patient with marked hypochromic anemia there 
had been marked hemoptysis and a previous history of 
lymphosarcoma. In view of the occurrence of anemia in 
these two patients while receiving phenylbutazone, great 
caution must be exerted in studying the blood of all pa- 
tients receiving this agent. In patients over 60 years of 
age, more than usual caution should be observed in the 
use of phenylbutazone, because of its tendency to pro- 
mote sodium retention and edema. This can usually be 
controlled if these patients are placed on low-sodium 
diets. 

The most serious side-effects of phenylbutazone ther- 
apy that were encountered in this series were the four 
instances of activation of preexisting peptic ulcers. If 
the drug must be used in such patients, the concurrent 
use of antacids is advantageous, and perhaps parenteral 
administration is to be preferred, although in one in- 
stance we observed activation of the ulcer during intra- 
muscular administration of the phenylbutazone. 

Certainly the most facile mode of administration is by 
mouth, but the intramuscular administration of the 
phenylbutazone is effective and perhaps worth while 
until the desired clinical effect is established. There is 
some pain at the injection site, but we observed no ab- 
scess formation. 

The experimental results in albino rats indicate that 
phenylbutazone apparently does not act on the pituitary- 
adrenal interrelationship as do cortisone and cortico- 
tropin. There is neither a decrease in adrenal ascorbic 
acid nor a decrease in total eosinophil counts following 
its use in intact albino rats and those subjected to 
hypophysectomy. The Warburg studies were suggestive 
that phenylbutazone may inhibit oxygen consumption 
and glucose utilization in cerebral cortical tissue. There 
was a worsening of the experimental polyarthritis of rats 
after its use intramuscularly and by mouth, as was also 
previously noted after the use of corticotropin and corti- 
sone. Among the animals there was no change in the 
leukocyte, eosinophil, or erythrocyte counts of the rats 
receiving phenylbutazone for four months. 


SUMMARY 

1. Phenylbutazone (butazolidin*), a pyrazole de- 
rivative, was evaluated in 140 patients with gout and a 
variety of rheumatic disorders. In 48 patients with acute 
and chronic gout there was improvement in all instances, 
accompanied by a lowering of serum uric acid. In rheu- 
matoid arthritis a suppressive effect was noted in all in- 
stances, but there was a prompt return of symptoms four 
to seven days after discontinuance of medication. In 
ankylosing spondylitis, rheumatoid arthritis with psori- 
asis, and rheumatoid arthritis with degenerative joint 
disease, there was also a beneficial clinical effect noted. 

2. The clinical toxic manifestations of phenylbutazone 
include rash, edema, nausea, activation of peptic ulcer, 
vertigo, and pain at the site of injection. It may be given 
by mouth or intramuscularly. The toxicity is of a low 
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order, being present in 47 of 140 patients studied and 
requiring discontinuance of therapy in only 17. Two in- 
stances of anemia were noted where other causes may 
have been responsible. 

3. Experimental studies in albino rats showed that 
phenylbutazone does not alter the “pituitary-adrenal 
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axis,” nor does it produce changes in the blood picture. 
It does cause some inhibition of oxygen consumption and 
glucose utilization in cerebral cortical tissue. Like corti- 
sone and corticotropin, its use in experimental poly- 
arthritis of rats is followed by a worsening of the disease 
process. 


INCIDENCE OF HEART DISEASE IN 


MASS X-RAY SURVEYS 


Bernard Schwartz, M.D. 


and 


Bernard Berman, M.D., Cincinnati 


At the present time no satisfactory figures are avail- 
able concerning the incidence of heart disease noted in 
mass roentgenographic surveys of the chest conducted 
throughout the nation. In order that information on this 
subject might be secured a pilot project was started in 
1949. 

Maclean and Rogen of Glasgow reported data on such 
a survey, but their patients were in the younger age 
groups.' The report by West? did not include actual 
measurements of heart size. Edward’s report * dealt with 
a predominantly Negro population, and no definite heart 
measurements were recorded. Many other reports were 
noted in the literature, but no accurate data in regard to 
heart disease were recorded. 


METHODS AND MATERIAL 

The present report was made possible when the Cin- 
cinnati Antituberculosis League and the Cincinnati 
Health Department made examinations of the chest 
x-rays Of 10,549 persons in the early part of 1949. There 
were 486 (4.5% ) who showed some abnormality of the 
cardiac silhouette on the roentgenograms. The abnor- 
malities consisted of enlargement of the heart, abnormal 
configuration of the heart, or a distorted aortic shadow. 
From this group with abnormal roentgenographic heart 
shadows, 207 (42.6% ) were selected at random and 
given complete physical examinations. There were 170 
(82% ) persons whose private physicians had to be inter- 
viewed. These visits to the family,physician and arrange- 
ments for appointments were made by the public health 
nurses of the Cincinnati Health Department. The follow- 
ing procedures were carried out: a thorough social and 
medical history; physical examination, including re- 
peated blood pressure readings; fluoroscopic examina- 
tion with the use of barium, when indicated, for the 
determination of chamber enlargement; 6-ft. roentgeno- 
gram; electrocardiogram; urinalysis; Wassermann test; 
and hemoglobin determination. 

Each patient was then informed of the pertinent find- 
ings of his examination and urged to return to his phy- 


From the Max Stern Heart Station, operated by the Cincinnati Health 
Department. 
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sician, to whom a complete report was mailed. Most of 
the persons examined were in the middle and upper age 
levels: 13 (6.3% ) were between 15 and 30 years of age; 
58 (28% ) were between 30 and 50; 121 (58.4% ) were 
between 50 and 70; 13 (6.3%) were between 70 and 
80; and 2 (1% ) were between 80 and 90. One hundred 
thirty-three were white, and 74 were Negro. Some had 
no physicians, and few attended some free dispensary. 
The majority were engaged in earning a living. Many of 
the women were doing housework. Only 44 (21%) of 
them consulted their private physicians after being in- 
formed of the findings in the initial roentgenogram. 
Flancher * reported a similar percentage in his study of 
high school students. 

The criteria for the diagnoses of organic heart disease 
were those established by the American Heart Associa- 
tion. Patients considered to have possible or potential 
organic heart disease were classified as having “no or- 
ganic heart disease.” Those with blood pressure levels 
of 150/100 or above were classified as having arterial 
hypertension. The heart size was determined by the use 
of the formula of Hodges and Eyster, applied to the tele- 
roentgenogram. The term “cardiac enlargement” indi- 
cated a heart shadow that was more than 10% greater 
than normal width according to this formula. 


OBSERVATIONS 

Of the 207 patients examined, there were a total of 
177 (80% ) who had definite organic heart disease. Of 
the 177 patients, 91 (52%) stated they had “heart 
trouble.” Eighty-six professed ignorance. In this latter 
group, evaluation of the patient’s history was rather diffi- 
cult to make, because many would contradict themselves 
by remarks signifying that they were aware of the pres- 
ence of “high blood pressure” or an “enlarged heart.” 
Twenty-two of the 177 had congestive failure of varying 
severity. 

Of the 177 patients with organic heart disease, 117 
(68% ) had hypertension (blood pressure higher than 
150/100). Seventy-five of the 117 were obese; only 10 
had hypertension alone, without other abnormalities; 
and the remaining 107 had additional abnormalities, 
such as cardiac enlargement, widened aortic shadows, 
abnormal cardiac configuration, or abnormal electro- 
cardiographic changes. Of the 177 patients, 98 (57% ) 
were Obese. The most frequent complaint of this obese 
group was fatigability. 
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There were 55 (31%) patients who had cardiac en- 
largement. Thirteen of these had normal blood pressure 
levels, six of whom manifested no other abnormal physi- 
cal or laboratory findings, i. e., the electrocardiogram 
and blood pressure were normal. Cardiac enlargement 
in the obese was difficult to determine with any degree 
of accuracy, except with the formula of Hodges and 
Eyster. This formula is one of the two methods in com- 
mon use for determination of heart size. There were 23 
patients with calcification in the aortic knob, 22 of whom 
had additional cardiovascular diseases; eight patients 
had aortic aneurysms. Four of this latter group had posi- 
tive Wassermann reactions. 

The electrocardiogram in 62 (35% ) patients showed 
definite abnormal patterns. Of these, 16 had evidence of 
old myocardial infarction, 9 auricular fibrillation, 3 well- 
defined bundle branch block, 3 prolongation of the 
intraventricular conduction time, 4 prolonged auriculo- 
ventricular conduction time, 21 left ventricular prepon- 
derance, 4 right ventricular preponderance, and 2 low 
voltage complexes. One of these two had myxedema. 

There were 53 patients under 40 years of age. In 
this group, 10 (19%) had rheumatic heart disease, 
whereas in the group between 40 and 60 years the inci- 
dence was only 5%. There was no clinical evidence of 
rheumatic fever activity in any of the patients, although 
sedimentation rates were not determined, for obvious 
reasons. The high incidence of rheumatic heart disease 
in the younger age group would appear to confirm the 
belief that the life span of patients with rheumatic heart 
disease is short. 

There were a number of incidental findings, including 
glycosuria; four patients had definite evidence of sugar 
and seven had a trace. The Wassermann reaction was 
positive in 16 patients (12 Negro and 4 white). Of these, 
three had aortic insufficiency and four had aortic aneu- 
rysms. Three patients had thyroid disease, one with ex- 
treme myxedema and two with hyperthyroidism. Two 
patients had congenital heart disease. 


COMMENT 

It was extremely interesting to us to note the vital 
interest and appreciation manifested by almost all these 
patients, in contrast to the usual apathy of the average 
clinic patient. The patients had meager information con- 
cerning their physical condition, and the anxiety present, 
particularly in those with hypertension, was evident. Few 
had any comprehensive understanding as to how to cope 
with their defects. For instance, a great majority of the 
hypertensive persons were obese, and they did not ap- 
preciate the relationship of obesity to hypertension. 
Many of the patients who complained of diminished 
cardiac reserve were not aware of their heart disease and 
were engaged in moderately strenuous occupations. 


One can predict with a fair degree of certainty that, 
had the entire group of 486 patients with abnormal 
cardiac shadows been examined, a similar percentage of 
organic heart disease would have been found. One must 
remember that the patients who were examined were 
not selected, but were taken at random. One might 
further conclude that, among the adult population in 
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Cincinnati of some 500,510 persons, there are approxi- 
mately 20,000 who have organic heart disease and most 
of these would be in the older age bracket. 


SUMMARY AND CONCLUSIONS 

One hundred seventy-seven of the 207 patients ex- 
amined, or 80%, had some form of cardiovascular dis- 
ease. Of the 177 patients, 117 had hypertensive heart 
disease; 10 had hypertension alone, and 17 had rheu- 
matic heart disease. Fifty-five had cardiac enlargement, 
and eight had aortic aneurysms. Sixty-two patients had 
well-defined electrocardiographic abnormalities (border- 
line abnormalities were excluded). Ninety-eight were 
obese. Fatigability was the most prevalent complaint, 
particularly among the obese. Forty-eight per cent did 
not have definite knowledge of heart involvement; 52% 
had knowledge of their heart condition. Previous to this 
pilot study only a few of the patients consulted their 
private physicians when informed of the heart abnor- 
mality seen in the chest x-ray. 

This pilot project consumed over 1,000 hours of the 
collected efforts of the clinic staff for the 207 patients. 
An average of five hours was devoted to each patient. 
One can readily see that this type of service is expensive. 
However, the incidence of heart disease in this pilot 
project is so significant that some type of follow-up is 
imperative. We have recommended that the trained field 
personnel of Cincinnati Health Department be utilized to 
visit those persons who exhibit abnormal heart shadows 
in mass X-ray surveys and to urge them to see their phy- 
sicians for a thorough cardiovascular examination. 

904 Carew Tower. 


Nonvenereal Treponematoses.—In the United States and West- 
ern Europe, we think of syphilis as a venereal infection. In many 
countries, however, infection with the germ of syphilis (Tre- 
ponema pallidum) is widespread among children, transmitted 
through nonsexual personal contact, eating utensils, and perhaps 
by insects. This form of the disease is called “bejel” in the 
Middle East and “njovera” in Rhodesia. In Iraq, a million people 
are believed to be affected by bejel. 

Furthermore, there are two other widespread diseases, dis- 
seminated in this same way by nonsexual contact, largely among 
children, which are caused by species of treponemas distinct 
from T. pallidum. These are “pinta” which is endemic in many 
parts of Central America (caused by Treponema carateum); and 
“yaws” which is widespread and prevalent in South America, 
Africa, the Far East, and in the Western Pacific area (caused 
by Treponema pertenue). Guthe and Reynolds believe that the 
total burden of nonvenereal treponematoses is fully equal to 
that imposed by venereal syphilis. 

Serological studies show the close relationship between dis- 
eases caused by all three treponemas; and all three are highly 
susceptible to treatment with penicillin. . . The results of 
mass treatment programs carried out in many countries have 
been phenomenal. In a demonstration carried out on endemic 
syphilis in a village in Yugoslavia, every single case of infection 
was discovered and treated. After a 10 month period not a 
single new case had occurred. In Haiti, where yaws is widely 
prevalent among the rural population, from 35,000 to 50,000 
persons have been treated monthly in a campaign sponsored 
by the World Health Organization and the United Nations Inter- 
national Children’s Emergency Fund. It has been estimated that 
by this single program 100,000 incapacitated persons have been 
returned to work, increasing the national production by five 
million dollars’ worth a year.—Editorial, A Decade of Peni- 
cillin, American Journal of Public Health and the Nation’s 
Health, March, 1952. 
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WORK OF COMMISSION ON FINANCING OF HIGHER EDUCATION 


Laird Bell, Chicago 


The Commission on Financing of Higher Education is 
a private agency sponsored by the Association of Amer- 
ican Universities and created to study and report on the 
present situation in meeting the financial needs of higher 
education in this country. Our three year study was made 
possible by grants from the Rockefeller Foundation and 
the Carnegie Corporation of New York. Our final re- 
ports, to be issued some time this year, are addressed to 
all those interested in the well-being of American higher 
education. Our commission is made up of 12 men, 8 of 
whom are university administrators and 4 of whom are 
laymen who are serving on boards of trustees. 

The Survey of Medical Education, conducted by a 
survey committee sponsored by the Council on Medical 
Education and Hospitals and the Association of Amer- 
ican Medical Colleges, is interested in more than costs. 
The commission has met with the survey committee, and 
the staffs have consulted with one another. Both organi- 
zations approach the problem of financing higher educa- 
tion with the same concern and the same hope for the 
future, but our point of view is somewhat different. The 
survey is concerned with the quality of medical education 
in this country and with its adequate financial support. 
We are concerned with the financial well-being of higher 
education as a whole and in all its branches, including 
some 1,500 institutions of higher education. The survey 
concerns 72 four year medical schools, of which 63 are 
part of universities, more than half of which are privately 
supported. Approaching the problem from the point of 
view of financing higher education as a whole, we have 
found that the major problem, in state-supported and 
privately supported schools alike, 1s financing medical 
education. 

The Surgeon General’s Committee on Medical School 
Grants and Finances has endeavored to develop the 
concept of a “deficit,” to indicate the extent to which 
the general funds of a university are being drained for 
medical education, and has concluded that the deficit in 
1948 was $7,700,000. Our research staff has not ac- 
cepted this deficit concept, but it has made a sample 
study of 18 public and 18 private universities. The study 
indicates that medical schools usually accounted for a 
larger proportion of instructional expenditures than any 
other professional school, while the proportion of medical 
students to total students was very small. For example, 
in 11 privately supported universities the medical school 
spent from 20 to 38% of the total instructional budget, 
while it contained only 6 or 7% of the student body, and 
the disproportion in the publicly supported institutions 
was at least as great. The figures of the Surgeon General’s 
committee can be criticized, as can the commission’s or 
any other such agency’s, but all of the studies indicate 
clearly that medical schools are the central problem in 
financing higher education. This is not to say that medical 
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education should not continue to be the best education 
that money can make it. It should have more support 
rather than less. Since medical schools function best as 
part of universities and since they should not drain the 
rest of the institution of its resources, higher education 
as a whole should have more support rather than less. 

The Commission on Financing of Higher Education 
issued a statement on financing medical education 
in May, 1951, because they strongly believed that 
university presidents, trustees, medical deans, the 
medical profession, business corporations, and the public 
in general must recognize promptly that there is a major 
problem. Instead of quarreling over the niceties of statis- 
tical method, all groups should cooperate in informing 
the public that both medicine and higher education need 
support. It is appalling that the American public knows 
so little about the financial needs of medical education, 
that the medical profession itself seems to know or care 
so little about these needs, and that American business 
corporations seem so little interested in them. 

Two years ago a group of distinguished men organized 
the National Fund for Medical Education for the support 
of all medical schools. They believed that business would 
recognize its interest in medical education and would 
welcome the opportunity to contribute to a single fund 
that would be distributed by a disinterested and well- 
informed board where it would do the most good. The 
response up to now has been half-hearted. Business as 
well as the general public must have the need brought 
home to it with increasing insistence. 

Where is this money to come from? That is the basic 
question the congress and the commission must answer. 
But first let me say a word about economy. Our commis- 
sion declared in its statement of May, 1951, that medical 
schools “can and should economize.” This declaration 
has been subjected to some public criticism, which, of 
course, was to be expected. But the criticism has seemed 
somewhat unfair, because the quotation was lifted out of 
context. In all our study we have been concerned with 
possibilities of economy in every phase of college and 
university work. More will be said about this in our final 
report. We have pointed out possibilities of economy in 
other areas besides medical education, but on the basis 
of the evidence before us we were not willing to say that 
medical education contains no waste effort or has no 
practices that might be performed more cheaply. The 
commission is inclined to think that medical faculties and 
the medical profession have not been sufficiently cost 
conscious in developing their medical curriculum and 
their teaching techniques. Is there, for example, the 
maximum possible use of laboratories and other expen- 
sive equipment? Is there no unnecessary instruction in 
the preclinical years? The evidence at least justifies 
doubts; however, we did not suggest that economies 
should be realized by cutting faculty salaries, decreasing 
research budgets, or lowering in any other way the stand- 
ards of medical education. Economies are a matter of 
unceasing detailed study, such as reexamination of ac- 
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cepted practices to eliminate unessentials. The commis- 
sion believes that medical faculties as well as their 
harassed deans must be more cost conscious than ever 
before; however, we ended our section on economy with 
these words: “At the same time economies alone cannot 
provide all the present financial needs of medical edu- 
cation. High quality medical education will remain 
costly, and those costs must be met.” 

We have suggested several possibilities for increasing 
the income for medical schools. First, we suggested 
increasing charges for the medical service rendered pa- 
tients and, especially, transferring patient care and even 
medical care from university and hospital budgets to 
welfare and private insurance budgets; second, we be- 
lieve that medical schools should insist that research 
grants bear the full cost of research activities. 1 do not 
understand why medical deans are willing to ask for 
educational grants from the federal treasury but are not 
willing to stand up and demand full payment of overhead 
on Public Health Service research grants. They should 
oppose grants that do not cover the full cost of the re- 
search activities involved. More than this, willingness to 
accept the 8% indirect cost allowance has threatened to 
undermine the whole structure of federal government 
overhead payments on research contracts. Only by the 
most concerted stand did university presidents a year ago 
persuade the Atomic Energy Commission not to limit 
its indirect cost payments to 8% of direct project costs. 
The commission staff has figured that if medical schools 
and their universities received the full overhead costs on 
federally sponsored research they would receive over 6 
million dollars in additional income. Perhaps if we clamor 
loudly enough, we will stand together enough to get re- 
sults. Instead of asking the federal government for new 
legislation and new funds, why not ask it to appropriate 
and pay out the amount needed to take care of the full 
costs of the research it already promotes? 

Third, the commission considered student fees. We do 
not desire to see an increase in student charges; but, if 
medical scholarship funds can be increased, if inflation 
continues rampant, and if incomes of families continue 
to be more evenly distributed at higher levels of real 
purchasing power, there are justifiable reasons for in- 
creasing student fees. 

Fourth, we believe that more income can and should 
be received from gifts—gifts from alumni of medical 
schools, corporations, foundations, and friends. The era 
of giving, especially current giving, has not ended. In- 
deed, our statistics indicate that gifts for current operat- 
ing purposes are increasing throughout higher education 
as a whole. If the American Medical Association can 
realize its goal of persuading practicing physicians to 
contribute on the average of $100 a year to the nation’s 
medical schools, those schools would receive nearly 18 
million dollars of new income. The Association has made 
a start in that direction, and we hope they will keep up 
the good work. 

Fifth, more money must be appropriated by state 
legislatures to state universities for medical education, 
but without subtracting the increase from the funds 
available for other educational activities. 

Finally, there is the matter of federal government sub- 
sidy of instructional costs. The Association of American 
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Medical Colleges, or at least most of its deans, are on re- 
cord in favor of the kind of federal legislation embodied 
in Senate Bill 337 of the 82d Congress. On one occasion 
the presidents in the Association of American Universities 
endorsed federal government financial support of medical 
instruction. The commission has considered this issue at 
length. Our conclusion was that we could not approve 
such a measure at this time; this decision was unanimous, 
despite the fact that some of us were under pressure from 
our own deans. Our objection is to a direct federal sub- 
sidy. We do not want medical schools to be so involved 
with the federal government as to be dependent on it. 

It is true the federal government is already making 
substantial sums available to higher education today in 
various ways, but we do not regard this as dangerous. 
First, there is scholarship and fellowship money given 
directly to individual persons. Withdrawal or arbitrary 
handling of these funds would be harmful to the persons 
but not fatal to the schools. There are also research 
grants and contracts. Here the university can, theoreti- 
cally at least, take it or leave it, though sight should not 
be lost of the danger of becoming dependent on the 
support when it has been repeatedly given. 

With the preceding two types of federal aid, the 
schools can presumably protect themselves if they have 
at least some other substantial means of support, but a 
direct subsidy is different in principle. It is in the nature 
of a subsidy, if it amounts to anything, that the recipient 
becomes dependent on it. Future plans and commitments 
inevitably assume a continuance of it, and the greater 
the subsidy the greater the dependence. Governments 
change, policies change, and formulas of distribution can 
change. Conceivably, policies may turn against schools 
specializing in research, as compared with those turning 
out large numbers of physicians; or the better schools 
may be penalized because they are considered to have 
standards that are too high or because they are thought 
to be too restrictive in their entrance requirements. Con- 
gressional favor may be turned against state-supported 
Or against privately supported schools. None of these 
things may happen, but do we want deans looking fur- 
tively over their shoulders all the time to see whether 
they may offend some public or political interest? 

Grants from the government have so far been com- 
mendably free of government dictation. Even the land 
grant colleges, which have been receiving grants for 90 
years, insist that there has been little governmental 
interference with their activities. But it is axiomatic that 
in the end he who pays the piper calls the tune. 

It is to be remembered, too, that in the numerous cases 
in which the medical school budget draws on the general 
university budget it is the whole university that is affected 
by dependence on a medical school subsidy. The whole 
institution is involved as much as the medical school. It 
is not, I believe, too fanciful to suggest that political 
judgments as to whether an institution is too radical, or 
not radical enough, may affect congressional or bureau- 
cratic attitude toward the school as a whole, with obvious 
repercussions on medical education. 

There are places today where evolution may not be 
taught. Do we want to run the risk of having an official 
line in science? Hitler insisted there was such a thing as 
German science, which was not to be defiled by contact 
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with the outside world, and German medicine stood still 
for 12 years. Russian professors must accept the Lysenko 
line in genetics today. Granted that these events are un- 
likely with us, nevertheless, why take the first step in 
making them possible—at least until all other possibilities 
of support have been exhausted? 

There seem to be a number of persons who do not 
approve of socialized medicine. I wonder whether, in 
asking federal aid at the school level, we are not inviting 
the camel to put his head into the tent. If I were a dic- 
tator intent on getting control of the profession, I think 
I should begin at the school. 

Even though these fears may be thought exaggerated, 
there is good reason for first exhausting all other possi- 
bilities of support. Perhaps the most important single idea 
the commission has developed in the course of its work 
is an appreciation that the great strength of our system 
of higher education lies in the diversity and variety of our 
colleges and universities. This diversity reveals itself in 
different types of control, public and private; it reveals 
itself in different types of organization, colleges, univer- 
sities, and separate professional schools; it reveals itself 
in different types of instructional emphasis, in different 
types of clientele, in different types of location; it reveals 
itself equally in a wide variety of sources of support. 

This diversity exists in medical education. The Council 
on Medical Education and Hospitals has done a fine job 
in developing and demanding certain minimum standards 
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of professional education. But this has not eliminated 
great differences in medical schools—and fortunately so. 
Some are primarily centers of medical research, some are 
primarily centers of instruction for the general practi- 
tioner or for service to a particular area of the country, 
some are centers of highly specialized work in a few 
fields, and others combine these various phases in many 
different combinations. It takes this variety to meet the 
educational needs of this country, and medical schools 
appropriately have highly diversified sources of support 
as well. We should be slow to permit federal support, 
and the standardization that might well follow it, to be- 
come the dominant factor in our medical school income. 

We hear a good deal about “the American way.” I have 
wondered lately whether the American way is still that 
rugged independence that we like to attribute to our an- 
cestors or whether it has come to mean dashing out and 
buying a ticket to Washington, with a letter to the con- 
gressman. 

The commission’s position remains that it cannot, in 
good conscience, endorse federal subsidy of medical in- 
struction while it is still uncertain that states and private 
sources of support cannot do the job. We agree that med- 
ical education needs more income and needs it now. The 
medical profession, corporations, foundations, individ- 
ual persons, and state governments all have a stake in it. 

135 S. La Salle St. 


MICROTESTS FOR CHOLINESTERASE 


INTERPRETATION AFTER NERVE GAS OR AGRICULTURAL INSECTICIDE EXPOSURES 


John F. Marchand, M.D., New York 


Widening agricultural requirements for anticholines- 
terase insecticides that represent a potential health haz- 
ard, and parallel diagnostic problems that will arise if the 
new anticholinesterase war gases are used have created 
the need for an objective clinical test applicable in field 
surveys and in differential diagnosis for individual pa- 
tients. The symptoms of anticholinesterase intoxication, 
whether resulting from exposure to insecticides or nerve 
gases,’ may appear too late to provide an adequate warn- 
ing, or may be too nonspecific to serve in all instances as 
an accurate and timely guide to definitive diagnosis. For 
the benefit of commercial spray operators and of others 
possibly exposed to anticholinesterase chemicals, a 
micro-blood-sampling method was used in the summer 
of 1951 by several United States and Canadian health 
agencies. The procedure minimized the labor of screen- 
ing studies, because it required no syringes and needles 
for venipuncture and permitted shipment of capillary 
rather than test tube size blood samples. Regularly 
scheduled capillary blood sampling proved to be a con- 
venient and readily accepted routine for groups receiving 
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this final specific check on the over-all effectiveness of 
protective methods for prevention of accidental inhala- 
tion or skin absorption. 

The effects of such absorption are insidious and pro- 
gressive prior to the appearance of recognizable symp- 
toms such as nausea, vomiting, diarrhea, sweating, saliva- 
tion, and muscular fasciculations. Neither the early 
symptoms nor some of the late ones are sufficiently spe- 
cific to be diagnostic. The evidence of a chronic or acute — 
absorption is easily obtainable, however, by an assay of 
the cholinesterase activity of the red cells and plasma, 
either before or after symptoms have appeared. Cholin- 
esterase tests on the red cells and plasma have proved 
specific and reliable as a basis for establishing or ex- 
cluding the diagnosis of significant intoxication by anti- 
cholinesterase chemicals. 

A variety of groups have been tested for evidence of 
risks or carelessness that might in time lead to acute poi- 
soning. Personnel actually undergoing dangerous ex- 
posures in citrus groves, apple orchards, or other field 
work, as well as in chemical processing plants, have been 
identified and warned in time to prevent actual symp- 
toms or injury. The consideration of an acute or chronic 
intoxication by an anticholinesterase crop protection 
chemical has been excluded where illness from other 
causes has occurred among persons who handled or had 
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possible exposures to a phosphate ester insecticide. 
Where protective routines have been inadequate, evi- 
dence has been assembled defining the extent of the 
hazard. 

Micro-blood-samples provided specimens suitable for 
assay by the manometric cholinesterase method of 
Ammon * or the electrometric adaptation of this method 
by Michel.* Specimens collected in this manner may also 
be used for microhematocrit determinations, and for 
other routine clinical tests applicable to blood samples of 
0.10 ml. 


METHOD * 


Glass capillaries 2 by 100 mm. in size, as commonly used for 
melting point tests, are obtainable in packages of 100. These 
capillaries are dipped in heparin (approximately 10 mg. per 
milliliter) and dried slowly in a gentle air stream to leave a 
coating of anticoagulant within the capillary. Blood from a 
fingertip, collected as for a blood count, is allowed to flow into 
a heparinized capillary and fill it almost to each end. The ends 
of the capillary are cautiously flamed or sealed with paraffin, 
and the sample is labeled with tape. These capillary samples 
may be inserted in % by 4% in. (1 by 11 cm.) butyl acetate tubes 
for protection against breakage during shipment. Although leu- 
kocytes tend to make the specimens self-sterilizing, the samples 
are packed with chipped ice in a thermos bottle if summer ex- 
tremes of temperature are expected, or if more than a day may 
elapse in transit. They are centrifuged (2,500 rpm for 30 minutes) 
as soon as practicable, preferably before shipment. This packs 
the red cells at one end and the plasma at the other. They may 
be iced for a week or more without significant change in 
cholinesterase activity of the red cells or plasma. Directly from 
the capillary, after it has been cut at both ends and at the red 
cell and plasma junction, 0.02 ml. of plasma is drawn and 
measured in a Sahli type hemoglobin pipette and washed into 
1 ml. of Michel’s plasma buffer.* By the same technique an equal 
volume of packed red cells is drawn and measured and washed 
into approximately 1 ml. of 0.9 isotonic sodium chloride solu- 
tion. The red cell sample is centrifuged; all but an estimated 
0.02 ml. of the overlying saline wash is aspirated away with 
fine glass suction tip, and replaced by 1 ml. of saponin solution 
and 1 ml. of Michel’s red cell buffer.* The cholinesterase activity 
of each is determined as proportional to the pH change at con- 
stant temperature following the addition of an excess of acetyl 
choline substrate. The use of capillary specimens has abbrevi- 
ated the routine and added to the accuracy of the electrometric 
procedure. 

INTERPRETATION 

The cholinesterase activity of the red cells and plasma 
varies within limits around a normal average taken as 
100%. This variation in no way hampers the reliability 
and consistancy with which real changes or profoundly 
depressed values can be interpreted. It does make pre- 
liminary control observations extremely helpful in the 
interpretation of relatively small variations resulting 
from minor exposures. The usual day to day fluctuation 
tends to be around | or 2%. Person to person variations 
may reach + or —20% for the red cells and +100% 
or —20% for the plasma. 

Red cell cholinesterase values have shown no altera- 
tion with anemias or other disease states. A drop of 10% 
or more below the normal average is likely to be signifi- 
cant. Low plasma activities other than as affected by 
anticholinesterase chemicals have been reported only 
with low values for plasma proteins, as in the terminal 
stages of cirrhosis or metastatic liver disease. Red cell 
and plasma cholinesterase activities in the normal range 
are therefore rather strong evidence against any severe 
acute or chronic poisoning by an anticholinesterase 
chemical. Low plasma values, such as 40%, when found 
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in association with normal red cell values, indicate a mild 
poisoning within the preceding few hours or days. Low 
red cell activities in association with normal plasma 
activities indicate a less recent exposure, one which has 
occurred within the preceding weeks. In the latter case 
there has been adequate time for regeneration of the en- 
zyme in the plasma, a rapid process, but not rapid enough 
for the relatively slow process of replacement of active 
enzyme in the red cells. Very low values for both red cells 
and plasma, such as 20% or less, indicate a severe acute 
poisoning. Allowing for a very small measure of non- 
enzymatic hydrolysis of acetyl choline substrate, all per- 
centages in the range approaching zero may be taken as 
representing virtually complete inactivation of the cholin- 
esterase-pseudocholinesterase enzyme system. No dis- 
tinction reed be made between the “true” cholinesterases 
(specific for acetyl choline) and “pseudo” cholinester- 
ases (enzymes also active in the hydrolysis of other 
esters). 

Following repeated small exposures the activity of the 
red cells may be more profoundly depressed than that of 
the plasma. The rate of cholinesterase replacement of 
this enzyme within the nervous system and the red cells 
is slow enough to permit additive effects from sufficiently 
frequent small exposures, such as day to day exposures. 
Furthermore the effects of absorption of more than one 
of the irreversibly acting anticholinesterase agents must 
be taken as additive. Red cell activities below 80 to 90% 
indicate probable previous absorption of an anticholin- 
esterase compound, and activities below 50 or 60% of 
normal indicate a dangerous level of absorption even if 
no symptoms have appeared. 

Being less variable than the values for plasma, and 
slower to return to normal, the red cell activities are most 
frequently informative. However both values together 
are so useful, and so easily determined from a single drop 
of blood from the finger tip, that it becomes false econ- 
omy to omit either one or the other. The determination 
of each is parallel. Once the water bath and pH meter are 
set up, most of the labor and expense is in the collection 
and shipment of specimens rather than in the actual 
analysis. 

Plasma cholinesterase activity is depressed more 
quickly and more profoundly than that of the red cells, 
and reverts to normal more promptly. Following inac- 
tivation by one of the well-studied irreversibly acting 
cholinesterase inhibitors, such as diisopropyl fluorophos- 
phate, parathion, or tetraethylpyrophosphate, the re- 
ported average rates of recovery of the cholinesterase in 
the red cells are the same, 1% or 2% a day, or approxi- 
mately at the rate at which new cells are formed. There 
is slightly more rapid rebound over the first day or two. 
Full recovery may take three months. In the plasma 
about 40% of the lost activity is recovered in the first 
five days and the remainder within three weeks. Since the 
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values for red cells and for plasma may deviate widely 
from one another, neither may be used as a check on the 
other. Tests on whole blood for cholinesterase activity 
are misleading or impossible to interpret except in cases 
of severe acute poisoning extreme enough to cause an 
immediate profound depression of each. 

For groups regularly screened for red cell and plasma 
cholinesterase inhibition, the extent that the average red 
cell and plasma activities fall below preexposure tests 
may be used routinely as a current index to the need for 
closer protection against carelessness or unsafe practice. 
No effect other than cholinesterase inhibition of the irre- 
versibly acting cholinesterase inhibitors, in amounts up 
to those sufficient to cause death, have been found. 
Measurement of this enzyme blocking action is therefore 
the only determination that appears to be of practical 
importance as a gage of the effectiveness of measures 
directed against accidental poisonings. Urine tests for 
metabolic end products, while of interest as research 
tools, have been laborious and impossible to correlate 
closely enough with the enzyme-blocking action to justify 
application to routine screening work. 


SUMMARY 


Cholinesterase testing of the red cells and plasma ap- 
pears to be a specific and reliable method of establishing 
or excluding significant intoxication by one or more anti- 
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cholinesterase insecticides or war gases. Collection, ship- 
ment, and testing of blood specimens in heparin-dipped 
glass capillaries enhances the accuracy and convenience 
of the electrometric cholinesterase method. These speci- 
mens are also convenient for hematocrit readings or other 
determinations applicable to 0.1 ml. blood samples. 
Separate cholinesterase assays of red cells and plasma, 
when compared with averages or preexposure controls, 
permit recognition of the additive effects of repeated 
absorption of small amounts, and differentiation of 
chronic from severe acute exposures. Low plasma values 
indicate a mild acute poisoning. Low red cell values to- 
gether with normal values for the plasma indicate a 
recovery stage from a previous acute or repeated ex- 
posure. Low values for both indicate a severe acute 
intoxication. Cholinesterase microtests have been of 
diagnostic value in individual cases in which the symp- 
toms have been ambiguous, and when there was need of 
a timely warning for accidentally exposed persons who 
had not yet developed symptoms. When groups are 
screened, the extent that individual values or the averages 
for the group as a whole fall below the preexposure con- 
trols or normal averages serves as an objective index of 
the need for correction of handling methods or protective 
routines. 
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SURGICAL APPROACH TO COARCTATION OF THE AORTA 
COMPLICATING PREGNANCY 


Richard L. Miller, M.D. 


William H. Falor, M.D., Akron, Ohio 


Coarctation of the aorta has been the subject of a 
tremendous amount of research and writing since the 
first thorough description of the condition by a Paris 
anatomist, in 1789. There have appeared in various 
world publications approximately 53 single articles dur- 
ing the first six months of 1950. From the point of 
view of the obstetrician, however, one finds less than 
50 reported cases of this condition associated with 
pregnancy, and these articles all represent viewpoints 
of conservative pessimism.’ Therapeutic abortion with 
sterilization and cesarean section with tubal ligation 
are the two components of good treatment most often 
recommended, and in none of these articles does one 
find any reference to the surgical advance in the treat- 
ment that has been worked out during the last decade. 

The lesion is not a medical rarity; the incidence as 
stated by Blackford is about | in 1,500, with a pre- 
dominance of males over females of about 3 to 1.*° 


From the City Hospital of Akron. 
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Abbott * and others in their classical investigations of 
this lesion state that approximately one in every four 
persons has some degree of aortic narrowing; yet ob- 
stetricians have reported only 43 cases associated with 
pregnancy. ' 

The diagnostic criteria are easily noted, provided the 
lesion is among those conditions reviewed in the differ- 
ential. These criteria are as follows: (1) hypertension 
and a high pulse pressure in the upper extremities and 
normal or absent values in the lower extremities; (2) 
pulsations, thrills, or bruits along the course of possible 
collateral vessels or over the heart itself and along the 
left sternal margin; (3) roentgen evidence of a so-called 
hypoplastic aorta, notching or erosion along the inferior 
rib margins; (4) gradual diminishing of the pulse vol- 
ume as the terminal arteries of the lower extremities are 
approached; and (5) subjective associated evidence at 
times including symptoms such as cyanosis, coolness of 
the lower extremities, severe persistent headache, feel- 
ings of weakness, chest pain, and generalized chronic 
fatigue. 

The aforementioned evidence of the disease in our 
two cases has not been difficult to elicit; in fact, once 
we began to think about the possibility of such a lesion, 
the evidence was very clear. 


lv 
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The prognostic conclusions one draws from the statis- 
tics obtained during the nonsurgical era are stated in 
an article written by Reifenstein, Levine, and Gross * as 
follows: Twenty-six per cent lived to old age in spite 
of the coarctation. The average age at death was 47 
years. They had very few difficulties and had a long 
useful life. Twenty-two per cent died from bacterial 
endocarditis or aortitis. The average age at death was 
28 years. Twenty-three per cent died suddenly from 
aortic rupture. The average age at death was 27 years. 
Twenty-nine per cent died subsequent to the hyperten- 
sive state (congestive heart failure, intracranial hemor- 
rhage). The average age at death was 32 years. Thus, 
compiling the ultimate result, one can make a few gen- 
eral statements to patients concerning their life expec- 
tancy: They have an average age of death of 30 years if 
they are so unfortunate as to be among the 75% who 
die as a direct result of their lesion. Over 60% of all 
patients with coarctation die before the age of 40. 

The surgical relief of the symptoms as reflected in the 
prognostic statistics is a technical advance of the highest 
order. Surgical correction of this anomaly was first per- 
formed in 1944, and in a recent report Gross “ listed 
100 cases in which surgery was accomplished with an 
operative mortality of 11% and full relief of symptoms 
in approximately 80%. He expressed the belief, how- 
ever, that, because of more rigid criteria applied to the 
selection of future operative cases, the mortality should 
be reduced to about 5%. These cases were followed for 
two months to four years, and his results are as follows: 
In nine cases, only exploration was done; the resection 
was impossible because of anatomic reasons. Eleven 
fatalities occurred, seven of which, according to Gross, 
would probably have been avoided if the present changes 
in technique had been used and if the operator had re- 
fused to operate, because of complications. In one case, 
there was no relief from the hypertension. In eight cases, 
there was fairly satisfactory relief from the symptoms. 
In 71 cases, complete disappearance of the hyperten- 
sion was achieved. The general opinion of those men * 
who have performed the bulk of these operations in the 
United States is that no one, once the diagnosis is made, 
should advise against surgery when there are no undue 
complications present. 

The exact type of operation is an individual problem, 
and various techniques have been employed. There are 
four procedures that have been used.* The first is 
sympathectomy, and the results have been poor enough 
so that it has been almost abandoned. A second tech- 
nique leaves the coarctation in place and simply by- 
passes it by an end to side anastomosis between the left 
subclavian artery and the aorta just distal to the coarc- 
tation. The third technique is probably the one that will 
be most often and most successfully employed: the re- 
section of all the coarcted segment and an end to end, 
intima to intima anastomosis of the aorta; this was the 
procedure used in the case herein reported. The fourth 
technique employs a human aortic graft to unite the aortic 
channel; this has been done by Gross ° in six instances, 
with a follow-up of 3 to 15 months. 

Among pregnant patients with coarctation of the aorta 
reported in the literature, without surgical treatment, we 
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note a mortality of 75%.' The causes of this high mor- 
tality, in addition to the aforementioned causes, most 
probably include the increased cardiovascular load that 
is imposed on an already incompetent system. There is 
a 50% increase in cardiac output noted in pregnancy, 
which begins about the fourth month of gestation. Also, 
decreased renal blood flow occurs in coarctation of the 
aorta and is aggravated by the increased renal stresses 
of normal pregnancy. The dyspnea, the additional body 
weight, and the incidence of toxemia (which has been 
found to be no greater in these patients than in the 
normal pregnant woman) all have a direct bearing on 
the ultimate outcome of the pregnant woman who has 
this anomaly. 

In the two comprehensive articles on the subject by 
Mendelson '* and Baber and Daley,” the following gen- 
eral statements are made concerning the handling of 
these patients: 1. If one diagnoses coarctation early in 
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Fig. 1.—Chest x-ray showing the typical notches along the under sur- 
faces of the ribs, loss of the “‘aortic knob,”” and absence of aortic shadow. 


pregnancy, therapeutic abortion and sterilization are 
definitely indicated. 2. If the pregnancy is far advanced 
and interruption is not feasible, delivery should be 
effected by cesarean section and sterilization should be 
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performed. It is with these pessimistic viewpoints that 
we take issue, and we differ because we feel that there 
is now a procedure that in a large percentage of cases 
should produce a cure. It is our considered opinion that 
the total salvage of mother and child will be greater if 
one routinely practices operative repair of severe coarc- 
tation as soon as the lesion is discovered. 

Mendelson demonstrated the high maternal and fetal 
mortality at parturition as well as the high incidence of 
postpartum maternal morbidity.!. Pregnancy uncom- 
monly is interrupted by the abdominal operative pro- 
cedures of appendectomy and cholecystectomy and 
rarely is altered by thyroidectomy, mastectomy, and 
other extra-abdominal procedures. Touroff and others 
have, during gestation, ligated an infected patent ductus 
arteriosus, with cure of the mother and subsequent de- 
livery of a normal viable infant. There appears to be 
no valid objection to resection of a coarctation of the 
aorta when similarly discovered. A coarctation that is 
the site of endocarditis, or a lesion threatening both 
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Fig. 2.—Sketch showing the site of the coarctation, the resected segment, 
and the end to end anastomosis technique used here in the aortic seal. 


maternal and fetal life because of uncontrolled hyper- 
tension, will, if left untreated, undoubtedly account for 
more deaths and most certainly higher morbidity than if 
subjected to resection. Fortunately, as in the case re- 
ported herein, the crisis may arrive only at or near term, 
and the decision to resect the coarctation will be super- 
seded by an immediate cesarean section without sterili- 
zation, followed in five or six weeks by aortic resection. 
It should probably not be necessary, in the successfully 
treated patient, to prevent or interrupt subsequent preg- 
nancies. Provided the patient is operable, there ought to 
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be no compromise; One cannot compromise with the in- 
evitable 75% mortality before 40 years of age that is 
known to exist. 

Of the two patients seen in our hospital during the 
past year, we shall describe only one. The second patient 
was a primiparous woman with a normal uneventful pre- 
natal course who was delivered by cesarean section and 
discharged on her 10th postoperative day; the pregnancy 
had no demonstrable deleterious effects, and there has 
been no operative procedure as yet. 


REPORT OF A CASE 


L. B., a 22-year-old white primigravida who had only recently 
come to the United States from her native Italy, entered our 
prenatal clinic for the first visit Aug. 25, 1949. Her past history 
was essentially normal, and her only complaint, other than those 
symptoms associated with her pregnancy, was referred to the 
severe, chronic headache that she had had for a number of years. 
Her expected date of confinement was Oct. 30, and the physical 
examination revealed a 28-week intrauterine pregnancy, ade- 
quate pelvic measurements, and a soft systolic murmur at the 
apex, which was interpreted to be functional in type. The blood 
pressure was recorded as 110/68 (this was taken by the nurse 
and not checked). Observations in the next two biweekly visits 
were not remarkable, the blood pressure recordings being 100/64 
and 100/66, with normal results of urinalyses. 

On Sept. 29, the patient’s blood pressure was found to be 
148/100; there was no edema, albuminuria, nor any toxic mani- 
festations. She was placed on a low-salt diet and sent home. On 
Oct. 6, her blood pressure was 200/100, with no edema, nor al- 
buminuria, but her headaches had become more intense. A diag- 
nosis of severe preeclampsia was made, and she was _ hos- 
pitalized. 

During the 42 days that had elapsed since the patient had been 
admitted to our clinic, her total weight gain was 4 Ib. (1.8 kg.); 
urine was normal throughout with no demonstrable edema. Her 
physical examination in the hospital revealed a somewhat louder 
systolic murmur at the apex and aortic areas, which was inter- 
preted as being secondary to her hypertension. The McDonald 
measurement was 30 cm., and cephalic presentation with the 
vertex floating was noted. The urine was normal, hemoglobin 
11.0 gm. (71%) carbon dioxide-combining power 30%, and 
albumin-globulin ratio 1.6:1.0. She was put at bedrest, with a 
dietary restriction of 200 mg. of sodium. She was given 0.19 gm. 
of amobarbital sodium every three to four hours, 10 cc. of a 
25% solution of magnesium sulfate intramuscularly twice daily, 
and 500 cc. of 20% glucose in water by infusion twice daily. The 
next day, Sept. 7, there was no change, in spite of the deep seda- 
tion; her blood pressure was 150/102, and an x-ray of the chest 
was reported as being essentially normal. On Sept. 10, after an 
undeviating course as above, a sterile vaginal examination re- 
vealed a long, closed cervix. In spite of this, a futile attempt was 
made to induce labor with posterior pituitary given in graduated 
doses after an enema and castor oil. The patient's blood pres- 
sure remained at 170/100, there was good sedation, and the fetal 
heart rate was normal. On Sept. 11, in view of the persistence of 
the above symptoms and consistently elevated blood pressure, a 
laparotrachelotomy was performed with spinal anesthesia; a 
normal 6 Ib. 12 oz. (3,062 gm.) male infant was delivered. The 
first postoperative day was marked by diaphoresis and, although 
the treatment for toxemia had been continued without lapse, the 
patient’s blood pressure was 184/120, higher than before sur- 
gery. Her average urinary output was 1,800 cc. every 24 hours. 
The diaphoresis continued, and temperature of 102.6 F devel- 
oped. On Sept. 14, the temperature rose to 104.4 F, the head- 
aches became very severe, and she was depressed, nauseated, and 
appeared very ill. It was recommended, in medical consultation, 
that blood cultures be made and that we administer chloram- 
phenicol in addition to penicillin. 

The next day the consultants made a clinical diagnosis of 
pneumonia of the lobe of the right lung, and a second chest 
x-ray was ordered. This x-ray (fig. 1), in addition to demon- 
strating minimal pneumonic changes in the lower lobe of the 
right lung, revealed notching along the inferior borders of the 
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ribs and cardiac enlargement to the left, and for the first time 
we had a clue to the correct diagnosis. A thorough search was 
then made for physical evidence of coarctation of the aorta, and 
all the classical signs were found. There were absolutely no ar- 
terial pulsations in any part of either lower extremity, nor was 
there any blood pressure obtainable in either leg. The lower ex- 
tremities were noted to be cool and dry; the systolic murmur 
was rechecked and found to extend along the left sternal margin, 
along the inferior borders of the ribs, between the scapulas, and 
in both supraclavicular spaces. There was no cyanosis and no 
evidence of cardiac decompensation. With the exception of peni- 
cillin therapy, all medication was stopped. The patient was al- 
lowed to get out of bed. Her blood pressure was 160/100 in the 
left arm and 174/110 in the right arm; none was obtainable in 
the legs. She was discharged on Oct. 23; her wound was healing 
satisfactorily, and she was afebrile and ambulatory; her blood 
pressure was as noted above. 

The patient returned to the clinic on Dec. 5 for examination, 
and it was noted that the incision was healed, her uterus was well 
involuted, lochia had ceased, and her blood pressure averaged 
164/96. The headaches were still present, and she complained 
and urgently requested some relief. On Dec. 14, she was re- 
admitted to the hospital on the surgical service of one of us 
(W. H. F.) for further studies; all the aforementioned signs were 
elicited, and on Dec. 19, an arteriogram was performed. The 
left common carotid and subclavian, internal mammary, and 
intercostal arteries were visualized, but none of the contrast 
medium entered the aorta. Subsequently, studies were done using 
fluorescein, and the fluorescence was detected in the fingers in 
30 seconds and in the feet in 2 minutes. 

On Jan. 4, 1950, approximately 11 wecks after the laparo- 
trachelotomy, a transthoracic aortectomy with primary end to 
end anastomosis was performed by one of us (W. H. F.) with 
general endotracheal anesthesia. The lesion (fig. 2) was well vis- 
ualized after a technically difficult approach through circinate 
aneurysms and grossly dilated intercostal vessels; the aorta 
was estimated to be twice the caliber above the site of the 
stenosis as it was below, and the stenosed segment measured 
approximately 3 cm. in length; a small probe could but just 
pass through the narrowed channel that remained. After the 
successful anastomosis, and during the next 24 hours, the pulses 
gradually returned to the lower extremities; the most gratifying 
evidence that was noted was a rather prompt fall in blood pres- 
sure, so that within 24 hours not only were there easily palpable 
pulses in both lower extremities but the blood pressure in each 
arm averaged 130/74. Her subsequent postoperative course was 
uneventful, and she was discharged on her 15th postoperative 
day; her lower extremities were warm and dry, with notable 
pulsations in the femoral, popliteal, and dorsalis pedis arteries. 
Her headaches had completely disappeared, and her blood pres- 
sure remained at about 120/70 in each arm and 125/95 in each 
leg. All clinic visits following this procedure substantiated all the 
physical evidence of improvement. The patient felt well, gained 
weight, had no headaches, and carried on a full schedule in her 
home. 

She was next seen in the prenatal clinic in November, 1950, 
approximately 22 weeks pregnant. Her blood pressure was 
120/84, and she felt well and had not had any headache. During 
the next two months she attended the clinic regularly, and her 
blood pressure recordings (all done by the resident in charge) 
were never over 132/90, her urine was normal, and during this 
period she gained 3% Ib. (1.5 kg.). On Feb. 14, 1951, she was 
admitted to the labor room, because of possible premature labor; 
the uterus was soft and thought to be somewhat larger than her 
menstrual history would indicate. Auscultation, palpation, and 
a confirmatory x-ray revealed twin fetuses. The blood pressure 
was recorded at 160/100; the urine was normal, with no albu- 
minuria. Approximately eight hours later, when it became evi- 
dent that labor was inevitable, a repeat laparotrachelotomy was 
performed with general anesthesia, and the senior obstetrician 
recommended sterilization by tubal ligation. The aorta was pal- 
pated, and, although the pulsations were vigorous, the aorta itself 
was estimated to be about half normal size. The twins weighed 
4 Ib. 13 oz. (2,183 gm.) and 4 Ib. 4 oz. (1,928 gm.), respectively, 
and responded well at birth. The patient’s postoperative course 
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was uneventful; she was not morbid by the accepted standard, 
and her incision healed properly. The only thing of note con- 
cerned the rather paradoxical blood pressure recordings; each 
recording was different, depending on the examiner and on the 
patient’s emotional state. The recordings varied from arm to arm, 
the right arm consistently registering about 160 systolic and 100 
diastolic, whereas the recordings in the left arm were usually 
30 to 40 mm. Hg. lower. An angiogram was taken on the 11th 
postoperative day (Feb. 25) and showed normal filling of the 
superior vena cave, right atrium and ventricle, pulmonary 
arterial system, left atrium and ventricle, and upper aorta. There 
was a moderate residual constriction at the level of the anasto- 
mosis and rather marked narrowing in the lower thoracic and 
upper abdominal segments. The patient was discharged on Feb. 
28, with blood pressure of 148/80 and 136/86 in the right arm 
and right leg, respectively, and 118/80 and 126/84 in the left 
arm and left leg. At no time since has she had dyspnea, head- 
ache, chest pain, or any related cardiovascular symptoms. Her 
urine is normal, with specific gravity of 1.030, and her inci- 
sion healed properly. At the time of her clinic visit on May 19, 
the patient had no subjective symptoms. She weighed 118% Ib. 
(53.7 kg.), and her blood pressure recordings in the ieft arm and 
left leg were 110/70 and 120/84, respectively, and in the right 
arm and right leg 170/110 and 118/84. There were no head- 


Fig. 3.—Chest x-ray taken approximately 18 months after the aortic 
resection, showing recalcification of the ribs, prominence of the “aortic 
knob,” and diminution of heart size. 


aches, the pulses were normal in both lower extremities, and 
there were no abnormal urinary findings. A follow-up chest x-ray 
revealed partial recalcification of the rib margins (fig. 3). 


COMMENT 

Were it not for the fact that pneumonitis developed in 
our patient and a chest x-ray subsequently made, we 
would most likely never have made the diagnosis. This is 
an average hospital in an average city; at least 10 physi- 
cians saw this patient, and not one thought of the proper 
diagnosis. This picture can easily be confused in the 
unwary mind with preeclampsia, especially if associated 
renal deficiency or concomitant edema is present. It has 
been estimated that nearly 100,000 persons in the United 
States have some degree of aortic coarctation **; since 
nearly 25,000 of these are women under 30 years of age, 
one should be cognizant enough of the lesion and its 
associated symptoms to consider it when confronted by 
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a peculiar case of “preeclampsia.” Once the diagnosis is 
made, we feel that the surgical approach should be em- 
ployed if at all possible. The operation is a delicate one 
but readily accomplished by trained thoracic surgeons. 
One fully appreciates the vast crevasse that separates 
their artistry from pelvic surgery when one beholds the 
faith a vascular surgeon places in a single strand of 
no. OOOOO silk with which he seals an aortic anastomosis 
—so many of us barely trust a subsidiary channel such 
as the uterine artery to a no. 2 chromic ligature, doubled 
more often than not. The inevitability of the mortality 
Statistics cannot be ignored. No one who reports a single 
case can speak in generalities, but certainly this case 
implies that there is a new and better outlook for patients 
such as ours. 


J.A.M.A., June 21, 1952 


SUMMARY AND CONCLUSIONS 

Pregnancy complicated by coarctation of the aorta 
does not necessitate therapeutic abortion nor routine ster- 
ilization. When the diagnosis is made early in the preg- 
nancy, it is recommended that aortic surgery should be 
done, provided no complications exist. If the diagnosis 
is made at term, it is probably best to deliver the patient 
by cesarean section and do the aortic surgery sometime 
after the sixth postpartum week. When the postopera- 
tive result is satisfactory, future pregnancies should be 
handled as though the patient had no cardiovascular 
defect. We do not believe in the performance of routine 
sterilization procedures because of this lesion, provided 
it is operable. 
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CLINICAL RELATIONSHIP OF CARCINOMA IN SITU AND INVASIVE 


CARCINOMA 


OF THE CERVIX 


Gerald A. Galvin, M.D., Howard W. Jones Jr., M.D. 


Richard W. TeLinde, M.D., Baltimore 


The histological characteristics of surface carcinoma 
of the uterine cervix are now well appreciated by all 
serious students of gynecological pathology, and there 
seems to be universal agreement that, cytologically, sur- 
face and invasive cancer are identical. However, the ex- 
istence of a temporal or causal relationship between these 
two entities is less commonly accepted, and some author- 
ities seriously question the invasive potentiality of sur- 
face carcinoma. Such a relationship must be clearly and 
conclusively demonstrated if the present attitude toward 
surface carcinoma is to be maintained. If surface car- 
cinoma is not the initial stage of clinically recog- 
nizable cervical cancer, there is no scientific basis or 
reason for treatment of carcinoma in situ as such, and the 
practice of examining the symptomless cervix by inspec- 
tion, smear, or biopsy in order to detect cancer in a non- 
invasive stage becomes less significant. Any study that 
endeavors to establish a relationship between noninva- 
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sive and invasive carcinoma would seem to be a healthy 
pursuit. 

The histological evidence of such a relationship is 
ample. The presence of both surface and invasive carci- 
noma in the same section of a removed cervix was first 
noted by Schottlander and Kermauner,' but has been 
subsequently observed by all those earnestly interested in 
the pathology of cervical carcinoma. Schiller,? Hinsel- 
mann,’ and Meyer * have contributed scholarly observa- 
tions on surface carcinomas that penetrate the basement 
membrane to invade the underlying cervical stroma as 
well as neighboring lymphatics. Two of us (G. A. G. and 
R. W. T.)* have demonstrated invasive carcinoma in the 
removed cervix in a large number of cases in which the 
preoperative cervical biopsy showed only surface car- 
cinoma. 

Histological evidence alone is not sufficient to estab- 
lish this relationship, and clinical experience must sup- 
port the contention that surface carcinoma is the progen- 
itor of invasive cancer. Diagnosed but untreated surface 
carcinoma must be observed to progress into clinically 
recognizable cervical cancer in more than an occasional 
case to eliminate the possibility of coincidence. Sporad- 
ically, there have been reports of the ultimate fate of un- 
treated surface cancer. These reports in which cervical 
cancer has been diagnosed clinically months or years fol- 
lowing biopsy evidence of noninvasive cervical carci- 
noma have already been collected and presented by two 
of us (G. A. G. and R. W. T.),° Younge,® and Wespi,’ 
but are again noted for the sake of cohesion (table 1 ). 

In an effort to further investigate the clinical relation- 
ship between surface and invasive carcinomas, the pres- 
ent study was undertaken. This study comprised a re- 
view of the case histories of all the clinically diagnosed 
and histologically confirmed epidermoid carcinomas of 
the cervix treated on the public wards at the Johns Hop- 
kins Hospital during the years 1940 to 1950. From this 
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group were selected for further investigation those pa- 
tients in whom either a cervical biopsy or a uterine curet- 
ting had been done at the same institution one year or 
more previous to the time carcinoma was clinically diag- 
nosed. The specimens obtained from these patients were 
then studied in search of previously undetected surface 
carcinoma. During this time 723 cases of cervical cancer 
were histologically confirmed and treated on the public 
wards at the Johns Hopkins Hospital. Thirteen of these 
patients had been subjected to a cervical biopsy more 
than one year previously, while 8 others had been sub- 
jected to uterine curettage. These 21 pathological speci- 
mens as well as serial sections of the tissue remaining in 
the original paraffin blocks were reexamined and studied 
in the light of our present day appreciation of cytological 


TaBLeE 1.—Previous Reports of Carcinoma in Situ That 
Progressed to Clinical Cancer and the Time Interval 
Required for This Development 


Time Interval 


Author and Date Reported was Mo. 
1. Smith and Pemberton,’ 4 1 
2. Smith and Pemberton,® 1934.............ce0e0e 4 9 
8. Smith and Pemberton,® 1984........ccccccceee 6 1 
4. Smith and Pemberton,® 1934..........cceceeees 12 6 
5. Schmitz and Benjamin,® 9 
9. Stevenson and Scipiades,!® 1938................ 9 nis 
10. Stevenson and Scipiades,!® 1938................ 3 6 


36. Taylor amd Guyer,** 1006... 7 
16. Goldberger and Mintz,'* 1947.................. 6 


2 


18. Younge and others,® 11 
19. TeLinde and Galvin,® 6 
20. . discussion in TeLinde and Galvin,® 

21 3 ee 


alterations in cervical epithelium. The results of this 
study were astounding to us, as we were able to demon- 
strate previously unrecognized carcinomatous cervical 
epithelium in 11 of the 13 biopsy specimens and two of 
the eight specimens obtained by curettage. Thus, in 13 
cases, carcinoma in situ was demonstrable in the cervical 
tissue obtained either by biopsy or curettage one or more 
years previous to the time that definitive therapy was 
instituted for cervical cancer. These 13 cases are dis- 
cussed somewhat in detail, with microphotographs of the 
pathological specimens. 

Case 1.—At the age of 47 this postmenopausal, mentally re- 
tarded, multipara presented herself in the outpatient department 
on Sept. 10, 1942, with the complaint of abdominal pain but no 
vaginal bleeding. Examination of the cervix disclosed a small 
ulcerated area on the posterior lip. A specimen was obtained 
by biopsy. Review of this specimen reveals carcinoma in situ 
(fig. 14). Although she was seen on numerous occasions with as 
many different complaints during the subsequent years, no cervi- 
cal abnormality was noted and the patient received no specific 
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therapy. When seen on May 23, 1950, however, she complained 
of a profuse, foul-smelling vaginal discharge of several months’ 
duration. On this occasion, the cervix was described as being 
enlarged and hard and the mucosa was everywhere smooth, 
while the os appeared to be stenosed. The uterus was found to 
be symmetrically enlarged, soft, and tender. Both the cervix and 
the uterus were mobile. Subsequent dilatation of the cervix with 
the patient under anesthesia released a large amount of purulent 
material from the uterine cavity, while both cervical and endo- 
metrial tissue showed invasive carcinoma (fig. 1B), This lesion 
was classified clinically as international stage 2 and was treated 
by irradiation. When last seen on March 12, 1951, the patient 
had severe pelvic pain and evidence of recurrence. 


Case 2.—At the age of 39 this primipara presented herself 
at the clinic with the complaint of profuse and prolonged menses 
during the previous four months. The cervix was described as 
being elongated, with an edematous hypertrophied anterior lip, 
but the mucosa appeared everywhere intact. Uterine curettage 
and cervical biopsy were carried out a few days later on Nov. 
21, 1946. Reexamination of the cervical tissue obtained at that 
procedure revealed carcinoma in situ. During the next year this 
patient was seen periodically but reported no abnormal bleed- 
ing and received no specific therapy. After 1947 she was not 
seen again until May 1, 1950, when she stated that for the pre- 
vious three months she had experienced postcoital spotting. Ex- 
amination at this time disclosed a 1.5 cm. ulcerated area on the 
anterior cervical lip. The cervix was easily movable, and there 
was no parametrial induration. The cervical lesion was biopsied 
and revealed invasive carcinoma. This was classified as inter- 


Fig. 1 (case 1).—A, biopsy specimen obtained on Sept. 10, 1942, con- 
tains an independent strip of carcinoma in situ, in contrast to relatively 
normal surface epithelium. B, specimen obtained May 23, 1950, showing 
invasive carcinoma (x 75). 


national stage 1 and was treated by irradiation. There was no 
evidence of recurrence when the patient was last seen on March 
26, 1951. 

Case 3.—On Aug. 31, 1945, this woman, para 4, then 32 
years old, was examined in the outpatient clinic. At that time, 
she had numerous apparently unrelated complaints, but also 
admitted on specific questioning to postcoital spotting of two 
months’ duration. The cervix was described as “normal.” How- 
ever, a cervical biopsy was done, and reexamination of the speci- 
men (fig. 24) reveals carcinoma in situ. The patient was not 
seen again until March 27, 1950, when she complained of a 
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heavy, blood-stained vaginal discharge of three weeks’ dura- 
tion. Pelvic examination revealed a 2 by 2 cm. fungating, friable, 
bleeding mass involving the anterior lip. The cervix, however, 
was freely movable, and there was no parametrial induration. 
Biopsy of the cervical mass (fig. 2B) revealed invasive carcinoma. 
The lesion was classified clinically as international stage 1 and 
was treated by irradiation. When last seen on March 26, 1951, 
the patient was well. 


Fig. 3 (case 8).—A, biopsy specimen taken Aug. 8, 1944, shows an 
area of carcinoma in situ at the depth of an endocervical gland. B, speci- 
men taken June 2, 1948, shows carcinomatous epithelium invading an 
endocervical gland but apparentiy not the surrounding stroma (x 75). 


Case 5.—On Oct. 11, 1943, at the age of 40, this patient, 
para 6, was seen with the complaint of lower abdominal pain, 
but no abnormal vaginal bleeding. A small “suspicious” area 
on the anterior lip was noted and biopsied, while bimanual ex- 
amination revealed evidence of pelvic inflammatory disease 
which was thought adequate to explain her symptoms. Reexami- 
nation of that cervical biopsy specimen revealed carcinoma in 
situ. Because of persistence of her abdominal pain, a subtotal 
hysterectomy and bilateral salpingo-oophorectomy were carried 
out at another hospital in August, 1946, and the patient re- 
mained well until six months before her second visit to our 
clinic on Oct. 10, 1949. At this time, she complained of continu- 
ous vaginal bleeding. Examination disclosed the cervix to be in- 
volved in a large friable mass, which invaded the right vaginal 
fornix and right broad ligament. Biopsy of this mass revealed 
invasive carcinoma, and the lesion was classified clinically as 
international stage 2. The patient was treated by irradiation and 
when last examined, March 19, 1951, had no evidence of 
recurrence. 

Case 6.—In 1929 at the age of 52, this woman, para 9, at 
laparotomy was found to have bilateral dermoid cysts of the 
ovary, one of which had undergone torsion and was gangrenous. 
A bilateral salpingo-oophorectomy was carried out, but the 
uterus was not removed because of the condition of the patient. 
When seen five years later, the patient stated that she had had 
periodic vaginal spotting since the time of her operation. The 
cervix at that time was described as being small, with an ir- 
regular rough area around the os. This area did not take the 


Fig. 5 (case 15).—A, biopsy specimen obtained Nov. 12, 1943, shows 
this independent strip of surface epithelium with the characteristics of a 
malignant growth. B, specimen obtained Nov. 18, 1944, shows very malig- 
nant invasive carcinoma ( 75). 


Lugol stain and was biopsied July 7, 1934. Reexamination of 
this specimen revealed carcinoma in situ. Following this, the 
patient was seen sporadically but apparently had no specific pel- 
vic complaints and received no specific therapy. On May 12, 
1949, however, she complained of vaginal bleeding of two weeks’ 
duration as well as a “falling of the womb.” Examination re- 
vealed a third degree uterine prolapse, while the cervix possessed 
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what was thought to be a trophic ulcer. Biopsy of the cervix 
revealed invasive carcinoma. The lesion was classified clinically 
as international stage 1, and the patient was treated by irradi- 
ation. When last seen, March 19, 1951, the patient appeared 
to be cured, not only of her carcinoma, but also of her prolapse. 


Case 7.—On July 19, 1938, at the age of 32 this primipara 
was admitted to the hospital, complaining of profuse menses. 
Examination revealed uterine myomas, but no cervical abnor- 
mality was noted. Following preliminary curettage, a subtotal 
hysterectomy was carried out. Review of the specimens reveals 
cervical tissue showing carcinoma in situ. The patient remained 
asymptomatic until July 27, 1948, when, following three weeks 
of vaginal bleeding, she visited the outpatient clinic. The cervix 
was noted to be enlarged, and the surface was “eroded” and 
bled easily when irritated. Cervical biopsy was carried out. This 
specimen showed invasive carcinoma. Clinically the lesion was 
classified as international stage 1. The patient received irradi- 
ation therapy and was well when last examined, Feb. 19, 1951. 

Case 8.—A Negro woman was seen on Aug. 8, 1944, at the 
age of 25, complaining of pain in the left lower quadrant and 
prolongation of the menses. The cervix was described as large 
and lacerated, and a small, raised, firm lesion on the posterior 
lip was noted. This area was biopsied, and the uterus was 
curetted, but no other therapy was carried out. Reexamination 
of this biopsy specimen (fig. 34) reveals previously undiagnosed 
carcinoma in situ. One year later the patient delivered after her 
fourth fullterm pregnancy. Her next visit on May 19, 1948, was 
again prompted by a prolongation of the menses. Cervical ex- 


Fig. 6 (case 21).—A, biopsy specimen obtained Aug. 20, 1923, shows 
independent islets of carcinoma in situ (x 100). B, specimen obtained 
July 17, 1940, shows infiltrative carcinoma. 


amination at this time again disclosed a lesion on the posterior 
lip, which was granular in appearance and bled when irritated. 
Two cervical and subsequent total hysterectomy specimens on 
June 2, 1948 (fig. 3B) are interpreted as showing carcinoma in 
situ with no evidence of stromal invasion. The patient was well 
when last seen on Jan. 22, 1951. 

Case 10.—On April 20, 1941, this 47-year-old woman sought 
consultation because of a bearing down sensation in the vagina. 
History revealed that she had had six fullterm pregnancies and 
that she had had no vaginal bleeding or discharge for the past 
two years. The vagina was found to be atretic, while a small 
polypoid lesion on the anterior lip of the cervix was noted and 
biopsied. Reexamination of this specimen revealed carcinoma 
in situ. The patient received no therapy and remained completely 
asymptomatic, returning on Dec. 19, 1947 only by request. 
Examination at this time revealed the anterior lip of the cervix 
to be “granular and eroded,” but because of vaginal adhesions, 
biopsies could not be obtained in the outpatient department. 
Accordingly she was admitted to the ward, and a sharp conica- 
tion of the cervix was carried out. Microscopically, the removed 
tissue showed carcinoma in situ with questionable stromal in- 
vasion. Because of diabetes and hypertension, this patient was 
not subjected to surgery but received irradiation. She was well 
when last seen, March 5, 1951. 

Case 11.—This 44-year-old woman, para 5, on July 2, 1940, 
complained of postcoital spotting. The cervix was noted to con- 
tain a “suspicious spot” on the posterior lip, and this was bi- 
opsied. Reexamination of that specimen revealed carcinoma in 
situ (fig. 44). The patient received no therapy and was not seen 
again until March 27, 1947, when she again applied to the 
clinic complaining of persistent irregular vaginal bleeding. On 
this occasion, the cervix was described as being twice normal 
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size, and a granular, hemorrhagic area was said to cover the 
anterior and a part of the posterior lip. The mobility of the 
cervix was limited and there was induration in the parametrium 
on the left side. Cervical biopsy at this time revealed invasive 
carcinoma (fig. 4B). Clinically, the lesion was classified as inter- 
national stage 2. The patient received complete irradiation 
therapy. She died on Oct. 26, 1947. No autopsy was done, but 
it was felt that the patient may have died of extensive radiation 
necrosis rather than of an extension of her malignancy. 

Case 15.—With the complaint of postcoital spotting of four 
months’ duration, this 44-year-old woman, para 5, visited the 
outpatient clinic on Nov. 12, 1943. Examination of the cervix 
revealed a granular, bleeding area on the posterior lip. The area 
was biopsied. Review of the specimen (fig. 5A) revealed car- 
cinoma in situ. At the time, the specimen was consided very 
suspicious, and the patient was strongly urged to have a curet- 
tage of the cervical canal, but she refused. The symptoms con- 
tinued, and one year later, Nov. 18, 1944, at the insistence of her 
private physician she returned to the clinic. At this time, there 
was an obvious lesion on the posterior lip, the biopsy specimen 
of which (fig. 5B) showed invasive carcinoma. Induration was 
felt in the medial portion of both broad ligaments, and the lesion 
was Classified as international stage 2. Complete irradiation was 
carried out, but the patient died April 19, 1946, of her malig- 
nant growth. 


Fig. 7 (case 4).—Biopsy specimen obtained Feb. 13, 1945, shows evi- 
dence of hyperactivity of the basal cells. A specimen obtained from the 
Same cervix 4 years and 10 months later showed invasive carcinoma 
(x 150). 


Case 16.—This patient was seen on Sept. 8, 1941, at the age 
of 25 in the third month of her fourth and final pregnancy. At 
that time, she complained only of lower abdominal pain; there 
was no abnormal vaginal bleeding. An erosion on the anterior 
lip was noted and biopsied. Reexamination of this specimen 
revealed carcinoma in situ. The patient received no therapy, and 
she progressed to term and delivered uneventfully. Her next visit 
was on Dec. 15, 1943, when she sought consultation because 
of menses of six months’ duration. The cervix was again de- 
scribed to be markedly eroded, lacerated, and enlarged. It was 
very freely mobile and there was no parametrial induration. The 
cervix was again biopsied; the diagnosis of carcinoma in situ was 
made, and this diagnosis was confirmed by the specimen removed 
at total hysterectomy, Jan. 14, 1944. When last seen on May 
6, 1951, the patient was quite well. 

Case 18.—When first seen on Aug. 3, 1936, this 50-year-old 
patient complained of a brownish vaginal discharge. She had had 
two fullterm pregnancies and was at that time two years past the 
menopause. The cervix was described as being small and flat, 
and no visible abnormality was discerned. The cervix, however, 
was biopsied. Reexamination of that biopsy specimen revealed 
carcinoma in situ. No therapy was advised, and the patient was 
not seen again until Aug. 13, 1943, after four weeks of con- 
tinuous vaginal bleeding. The cervix was again described as being 
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quite small, but its surface was noted to be rough and granular 
and to bleed quite freely when irritated. The cervix was mobile, 
and the parametria were not indurated. Cervical biopsy and 
uterine curettage was immediately carried out, and invasive car- 
cinoma was found in the cervical as well as the endometrial 
tissue. Clinically this lesion was classified as international stage 
2. The patient received irradiation therapy and was well when 
last seen, Feb. 19, 1951. 


TABLE 2.—Summary of Data Relating to Cervical Biopsies 


Interval 
Case Findings of ae Findings of Clinieal 
No. Original Biopsy Yr. Mo. Final Biopsy Stage 
Seveddoons Ca. in situ 7 9 Invasive ca. 1 
Ca. in situ 4 7 Invasive ca. 2 
Becetsannes BCH * 4 10 Invasive ca. 1 
Bvisstuavie Ca. in situ 6 2 Invasive ca. z 
Dis Ca. in situ 14 10 Invasive ca. 1 
Bin Ca. in situ 3 10 Ca. in situ 0 
eee eer Ca. in situ 6 8 Ca. in situ 0 
Ee Ca. in situ 5 8 Invasive ca. 2 
Ca. in situ 1 Invasive ca. 2 
Ca. in situ 2 Ca. in situ 0 
Bi icivecies Acute inflam. 4 ll Invasive ca. 2 
no epithelium 
Ca. in situ 7 Invasive ¢a. 1 
eee Ca. in situ 16 8 Invasive ca. 3 


* BCH = basal cell hyperactivity. 


Case 21.—At the age of 37 this woman, para 3, was admitted 
to the hospital on Aug. 20, 1923, for investigation of profuse 
menses of four years’ duration. Examination of the cervix re- 
vealed a laceration with a patulous os. Inside the cervical canal, 
there were several nodules that bled on irritation. The cervical 
canal was curetted and subsequently cauterized. No further 
therapy was carried out, and the patient passed through an un- 
eventful menopause two years later. Reexamination of the cer- 
vical tissue removed disclosed intraepithelial carcinoma (fig. 6A). 
The patient apparently remained in relatively good health, and 
she was not seen again until July 17, 1940, when she complained 
of a vaginal bleeding of four months’ duration. At this time the 
cervix was described as being enlarged, hard, fixed, and distorted. 
There was induration in the posterior vaginal fornix as well as 
the left parametrium. Cervical biopsy showed invasive carcin- 
oma (fig. 6B). The lesion was classified clinically as international 
stage 3. Irradiation therapy was carried out, and the patient died 
of the malignancy, April 1, 1941. 


It seems impressively significant that in the 13 cases 
in which a cervical biopsy had been obtained one or more 
years before cervical cancer was diagnosed and treated, 
carcinoma in situ was present in 11 of the 13 specimens 


TABLE 3.—Summary of Data Relating to Uterine Curettings 


Interval 
Case Findings of Findings of Clinical 
No. Original Curetting Yr. Mo. Final Biopsy Stage 
Dicavaace Ca. in situ 3 6 Invasive ca. 1 
Ca. in situ 9 11 Invasive ca. 1 
i cdtecaas No cervieal 7 8 Invasive ca. 3 
tissue 
Disesixkhe No cervical 11 4 Ca. in situ 0 
tissue 
RS No cervieal 8 oe invasive ca, 2 
tissue 
Normal cervix 18 Invasive ea, 2 
Normal cervix 12 7 Invasive ca. 3 
No cervical 19 11 Invasive ea. 1 
tissue 


(table 2). Of the two biopsy specimens in which carci- 
noma in situ was not found, one, even after serial section- 
ing of all the remaining tissue, showed no epithelial el- 
ements but only acute and subacute inflammatory tissue; 
the other (fig. 7) showed evidence of hyperactivity of the 
basal cells, a histological picture that some of us feel may 
be the forerunner of intraepithelial carcinoma. Thus, 
consideration of only the cervical biopsy specimens seems 
to indicate that clinical cervical cancer is frequently pre- 
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ceded by carcinoma in situ. If this be true, then a cervical 
biopsy obtained one or even more years previous to the 
time the clinical signs and symptoms of cervical cancer 
appear may reveal this histological picture of surface 
carcinoma, and the routine examination of the asympto- 
matic cervix by biopsy as done in many detection clinics 
becomes not only a useful but an almost imperative pro- 
cedure. 

Reexamination of the tissue from the eight cases in 
which a previous uterine curettage had been performed 
disclosed previously unrecognized carcinoma in situ in 
only two cases (table 3). It must be remembered, how- 
ever, that unless the cervical canal is purposely curetted, 
cervical tissue is obtained by uterine curettage only by 
accident. Actually, in the eight curettage specimens, cer- 
vical tissue was obtained in only four of them, two of 
which showed carcinoma in situ while the other two had 
no evidence of abnormality. This should reemphasize the 
advantage of curetting the cervical canal as well as biop- 
sying the cervix when the uterus is being curetted. 


SUMMARY AND CONCLUSIONS 


In summary, 13 cases of carcinoma in situ not treated 
as such were studied. The ultimate clinical course was 
known in all cases. Three of the lesions remained in the 
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noninvasive stage after 2, 4, and 6 years, respectively, 
while the remaining 10 had progressed to various clinical 
stages of cervical cancer 1 to 17 years later. How long 
intraepithelial carcinoma was present before the original 
biopsy was obtained is, of course, a matter of conjecture. 
Consideration of these clinical and histological data 
seems to admit the following conclusions: 1. Carcinoma 
in situ is potentially invasive, and, if untreated, may 
progress to clinically evident cervical cancer. 2. As this 
study is retrospective, it does not indicate that carcinoma 
in situ always becomes invasive. It does, however, indi- 
cate that clinical cervical cancer is preceded by carci- 
noma in situ in too large a proportion of cases to be 
coincidental. 3. The clinical course of cervical cancer rep- 
resents only a small segment of its life history and the 
greater part of its existence is spent in the preinvasive 
stage. 4. If the patient who is destined to have cervical 
cancer is fortunate enough to have a cervical biopsy 
within five years previous to the time she would have de- 
veloped clinical signs and symptoms of cervical cancer, 
the biopsy specimen is likely to show carcinoma in situ. 
If the lesion is diagnosed and ireated in that stage, the 
patient’s chances of being cured are almost 100%. 


113 W. Monument St. (Dr. Galvin). 


SARCOID DIAGNOSED BY NEEDLE BIOPSY OF THE SPLEEN 


REPORT OF A CASE 


Matthew Block, M.D., Chicago 


Sarcoid is a generalized disease with fairly character- 
istic but nonspecific, noncaseating granulomas found 
most frequently in the hematopoietic tissues. Clinically 
it is usually manifested by a chronic course with fever 
and various combinations of lymphadenopathy, sple- 
nomegaly, and hepatomegaly. Leukopenia and reversal 
of the protein albumin-globulin ratio are frequent. 


From the Department of Medicine, University of Chicago. 
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A fairly characteristic diffuse lesion in the lung fields, 
hilar lymphadenopathy, and, less frequently, osteolytic 
lesions of the small bones of the hands and feet may be 
found on x-ray examination. A negative tuberculin reac- 
tion, even with old tuberculin in 1:10 dilution, and a 
positive Kveim reaction occur in almost all patients. 

Since numerous diseases may mimic sarcoid in one or 
more of these respects, it is necessary that one demon- 
Strate as many of these phenomena as possible in order 
to make a definite diagnosis. More important and usually 
more difficult is the demonstration of the non-caseating 
granuloma. The usual method is by lymph node biopsy, 
although reports of biopsy of the liver! and nasal mucosa 
have appeared.’ The lesion has also been demonstrated 
in sections * but not smears ‘ of aspirated marrow. 

It is the purpose of this paper to report a case in which 
the characteristic lesion was first demonstrated in sec- 
tions of tissue obtained by splenic biopsy, since I have 
been unab'e to find a case in the literature in which the 
diagnosis was made by this method. Moeschlin © states 
in his monograph “We have not done a splenic puncture 
in a proven case of sarcoid and a report on this is lacking 
in the literature.” Splenic biopsy in cases of sarcoid is not 
mentioned in Weil’s ° monograph or in the recent paper 
by Morrison ‘ on splenic puncture. 


REPORT OF A CASE 
A 25-year-old white housewife and office worker, first seen 
Oct. 30, 1950, noted the onset of nightly chills followed by 
temperature rises to 103 F and profuse sweats in November, 
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1949. Since then, a weight loss of 8 lb. (3.6 kg.) had occurred. 
There were no other symptoms except slight exertional dyspnea. 
Prior to the onset of fever, at another hospital, a tumor, “the 
size of a peach,” had been removed from the left supraclavicu- 
lar fossa. The diagnosis was cancer of the thymus. She re- 
ceived a course of x-ray therapy to the superior mediastinum 
after the biopsy. She had an appendectomy in 1941 and a 
uterine suspension in 1944. Menstrual history was not unusual, 
and she had one pregnancy; the child, a girl, was now 2 years 
old and in good health. 

The patient stated that she experienced muscle cramps at 
night, but at the time of physical examination, Oct. 30, 1950, 
she was not in acute or chronic distress. The temperature was 
37.6 C (99.6 F), pulse rate 108, and respirations 18. There was 
no lymphadenopathy, although the left supraclavicular fossa felt 
harder and fuller than the right. A hard, firm, smooth spleen 
was felt 5 cm. below the costal margin. The rest of the physical 
examination disclosed no essential abnormalities. 

The white blood cell count was 4,500, hemoglobin 14.8 gm., 
and the red blood cell count 4,500,000. The differential count 
was normal, and sedimentation rate was 22 mm. per hour. The 
urine was normal and the Kahn reaction negative. X-ray of the 
chest showed a diffuse infiltration of each lung and a widened 
superior mediastinum. 

At the initial visit, lymphoma, infectious granuloma (such as 
might be due to tuberculosis or infection with a fungus), sar- 
coid, and berylliosis were considered. Smears and sections of 
a needle aspiration of sternal marrow on Dec. 7 were normal 
except for increased numbers of plasma cells. 

The patient was hospitalized in January, 1951. Results of 
physical examination were unchanged. Further data obtained 
at that time were as follows: thrombocytes 259,000 and albu- 
min 4.2 gm., globulin 2.9 gm., and calcium 8.9 mg. per 100 
cc. Cultures and smears of both gastric aspiration and sputum 


Fig. 1.—Needle biopsy of the spleen (x 160). 


were negative for fungi and acid-fast bacilli. Results of histo- 
plasmin, tuberculin (old tuberculin in 1:10 dilution), and coc- 
cidiodin skin tests and brucella and histoplasma agglutinations 
were negative. X-rays of both feet and hands were normal. The 
first Kveim test gave a negative result, but a test performed in 
June, 1951, gave a positive result. 

On Jan. 4, 1951, splenic biopsy * was performed transab- 
dominally. Smears of the tissue were confusing, revealing only 
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a few fibrils and distorted cells; sections revealed pronounced 
sclerosis and numerous islands of noncaseating granulomas, con- 
sisting of epithelioid cells, an occasional giant cell, and a thin 
ring of small lymphocytes (fig. 1). Smears and sections of mar- 
row aspirated Jan. 4 were normal except for increased numbers 
of plasma cells. More sections of the marrow aspirated on Dec. 


Fig. 2.—Needle biopsy of the marrow (x 160). 


7, 1950, were cut subsequently, and two small granulomas, iden- 
tical with those seen in the spleen, were demonstrated (fig. 2). 
The splenic lesions (fig. 1) were much more frequent per unit area 
than the marrow lesions (fig. 2). 


COMMENT 

This case illustrates the value of splenic biopsy and 
the superiority of examination of sections over the ex- 
amination of smears in the diagnosis of sarcoid. Since 
the use of the Vim-Silverman needle enables one to ob- 
tain far more splenic tissue, and consequently more sec- 
tions and smears, with no greater risk than with the 
needle aspiration method,’ it would seem that any pa- 
tient with splenomegaly subjected to the risk of splenic 
biopsy should have the advantage of examination of both 
sections and smears.* Similarly, my experience as well as 
that of others '’ with marrow aspirates in cases of sarcoid 
confirms the necessity of examination of sections rather 
than of smears of marrow to demonstrate the character- 
istic lesion. Since the lesions were far more numerous in 
the spleen than in the sternal marrow, splenic biopsy 
would be more likely to demonstrate the lesion than 
would marrow biopsy. 

It is difficult to assess the relative value of hepatic as 
against splenic biopsy. According to Ricker and Clark," 
the incidence of lesions is about the same in either organ. 


8. Block, M., and Jacobson, L. O.: Splenic Puncture, J. A. M. A, 
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of 300 Cases, Including 22 Autopsies, Am. J. Clin. Path. 19: 725-749, 
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Unfortunately, liver biopsy was not performed in the pa- 
tient described herein, so that comparison of the relative 
incidence of the granulomas in the liver and spleen could 
not be made. From experience gained in about 300 liver 
and spleen biopsies, I find no reason to believe that biopsy 
of one of these organs is more difficult or dangerous than 
biopsy of the other. Unfortunately the granulomas are 
not diagnostic of sarcoid, and an effort must be made to 
rule out, by history taking and appropriate laboratory 
studies, the infectious granulomas and disease due to 
beryllium. 
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SUMMARY 


A case of sarcoid diagnosed by needle biopsy of the 
spleen is reported. Evidence is presented substantiating 
the superiority of biopsy of the spleen and marrow by a 
technique with which enough tissue will be obtained for 
the preparation of smears and sections over methods with 
which only enough material is obtained to prepare 
smears. The lesions in this case were far more numerous 
in the spleen than in the marrow, suggesting that splenic 


biopsy is more likely to yield positive results than is mar- 
row aspiration. 


PATHOLOGICAL FRACTURES IN PATIENTS WITH RHEUMATOID ARTHRITIS 
TREATED WITH CORTISONE 


Felix Demartini, M.D., Albert W. Grokoest, M.D. 


Charles Ragan, M.D., New York 


During treatment with cortisone or corticotropin 
(ACTH) of patients with rheumatoid arthritis, most of 
the clinical features that have been described in Cush- 
ing’s syndrome have been encountered, and it has been 
anticipated that the osteoporosis and fractures char- 
acteristic of this disorder would become manifest in pa- 
tients sustained on hormonal therapy over long periods 
of time. Since some degree of osteoporosis is common in 
patients with chronic rheumatoid arthritis and because it 
is difficult to make accurate comparative studies owing 
to variations in radiological technique, it has not been 
possible in most instances to appraise the possible pro- 
gression of osteoporosis resulting from treatment with 


received hormonal therapy for periods varying from 2 to 
20 months emphasizes the fact that decalcification of 
clinical significance does take place in at least some pa- 
tients. It seems timely to record these observations in 
order to focus attention on this as an additional and 
serious complication of protracted treatment with corti- 
cotropin or cortisone. 

It should be noted (see table) that one or more factors 
predisposing to osteoporosis were present in all five per- 
sons in whom pathological fractures developed while 
they were receiving hormone therapy and who constitute 
the basis of this report. Thus, all were females, all but one 
were postmenopausal, and all but two suffered from 


Clinical Description of Five Patients with Arthritis in Whom Pathological Fractures Developed During Cortisone Therapy 


Dura- 
tion of 
Ambulation * Osteo- Corti- 
Dura- Post- porosis sone Average 
tionof Classification? Before During meno- Before ‘Treat- Weekly Site of Fractures 
Age, Disease, — Corti- Corti- pausal, Corti- ment, Dose, 
Patient Sex Yr. Type of Arthritis Years Stage Class sone Years sone Months Mg. Vertebrae Others 
cC.M. F 47 Rheumatoid 30 4 4 2 Ite + 20 825 T 5,6 
E. kK. F 61 Striimpell-Marie 8 4 2 3 ll a ll 500 Z 12 
M.S. F 45 Rheumatoid 17 4 3 3 no a 11 825 T 6,8 
15 L 2, 3, 4 Both femora 
Left humeral 
head 
©. H. F 53 Rheumatoid 14 4 4 3 6 + 2 700 L4 
L.D. F 58 Strimpell- Marie 25 2 2 4 M4 + 3 525 T 9,10 


* Ambulation 1 = confined to bed; 2 = 


2= confined to bed and chair; 3= ambulatory with crutches or cane; 4= fully ambulatory. 


corticotropin or cortisone. It might be expected in severe 
rheumatoid arthritis with marked osteoporosis that frac- 
tures would occur frequently, but actually it is one of the 
rarer complications of the disease.' The development, 
however, of pathological fractures in five patients who 
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severe rheumatoid arthritis, the disease being of such 
severity in three that physical activity was at a minimum 
and existence was chiefly of a bed-and-chair type. In 
addition to these factors, predisposing to osteoporosis, 
each patient required at least 500 mg. of cortisone weekly 
to achieve a minimal palliative effect. Case reports of two 
patients are presented. 


REPORT OF CASES 
Case 1.—M. S., a 45-year-old single, white, premenopausal 
woman, had suffered from idiopathic grand mal epilepsy for 20 
years. This was well controlled with phenobarbital and mes- 
antoin® (3-methyl-5,5-phenylethylhydantoin). With this therapy, 
she had one or two seizures a year without the development of 
fractures. Rheumatoid arthritis developed at the age of 28 with- 
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out preceding illness; and over a period of two years it became 
generalized. At Goldwater Memorial Hospital, Columbia Re- 
search Division, in 1939, she was noted to have findings char- 
acteristic of rheumatoid arthritis on physical and x-ray exami- 
nation. She was anemic and had an elevated sedimentation rate 
and a positive group A hemolytic Streptococcus agglutination. 
A complete symptomatic remission (grade 2),2 which lasted until 
June, 1949, (10 years), followed treatment with gold. At this 
time, again without known precipitating cause, activity substan- 
tiated by clinical and laboratory findings reappeared, necessi- 
tating readmission in January, 1950. Marked joint changes were 
shown by x-ray with moderate generalized osteoporosis (fig. 1 
and 2). During the first part of this admission she received short 
trials of corticotropin and corticotropin peptides, with tempo- 
rary symptomatic benefit. In September, 1950, sustained corti- 
sone therapy was started with symptomatic improvement. She 
became partially ambulatory and in July, 1951, was discharged 
to her home on 825 mg. weekly of cortisone administered orally. 

In August, 1951, she was seen in the clinic complaining of 
back pain following an epileptiform seizure. Roentgenograms 
at this time showed marked demineralization of the spine with 
compression fractures of T6 and T8. She was readmitted to 
the hospital, where, with continued cortisone therapy, progres- 
sion of osteoporosis seemed evident, with partial compression 
of all vertebrae, a “cod fish” deformity (fig. 3). At this time her 
serum albumin was 4.1 gm. per 100 cc., globulin 1.7 gm. per 100 
cc., calcium 9.7 mg. per 100 cc., inorganic phosphorus 3.9 mg. 
per 100 cc., and the alkaline phosphatase was 3.9 Bodansky 
units. Because of the osseous lesions, the cortisone dosage was 
reduced from 125 to 75 mg. daily, with marked increase in the 
arthritic symptoms. In December, 1951, while in bed, she suf- 
fered another convulsion and with no other trauma sustained 
a fracture of the neck of the left femur (fig. 4) and a supra- 
condylar fracture of the right femur. The left humeral head 
was also found to be compressed on routine chest x-ray 
examinations. 

Case 2.—In E. K., a married, white, postmenopausal woman 
of 61, symptoms of rheumatoid spondylitis (Striimpell-Marie 
type) developed with peripheral joint involvement in 1943. 
Shortly after the onset, she received treatment with gold and 


Fig. 1.—Patient M.S. Roentgenogram of pelvis before cortisone therapy 
was begun. 


was asymptomatic until 1949. At that time, following a trau- 
matic fracture of the right hip repaired operatively, activity 
of the arthritic process recurred, with involvement of the low 
back, neck, and knees. She was treated variously with preg- 
nenolone and short trials of corticotropin and cortisone without 
great improvement and was first seen at Presbyterian Hospital 
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in January, 1951. She required crutches to come to the clinic 
and complained of pain in the knees and back. Extension of the 
left knee was limited to an angle of 160 degrees. Flexion of 
both hips was limited, and there was lumbar paraspinal muscle 
spasm: The hemogram was not remarkable, sedimentation rate 
was elevated (50 mm. in one hour, Westergren), and group A 


Fig. 2.—Patient M.S. Roentgenogram of spine before cortisone therapy 
was begun. 


hemolytic Streptococcus agglutination and agglutination of sen- 
sitized sheep cells were negative. Serum calcium was 9.9 mg. 
per 100 cc., inorganic phosphorus 5.7 mg., and serum urea 
nitrogen 14 mg. Narrowing of the sacroiliac joints, straighten- 
ing of the lumbar spine with squaring of the vertebral bodies, 
a bony ankylosis of the posterior elements of the cervical spine 
from the second to the sixth cervical vertebra, and narrowing 
of the left hip joint space were present by x-ray, with moderate 
osteoporosis of the visualized bones. Cortisone given intra- 
muscularly in three doses a week totaling 500 mg. weekly was 
begun in January, 1951, and was followed by symptomatic 
benefit of a degree permitting the patient to return to her cleri- 
cal work, although she continued to have back pain and to need 
crutches. Routine spine roentgenograms taken 11 months after 
the institution of cortisone therapy showed collapse of the bodies 
of two vertebrae, T 12 and L 4, with severe osteoporosis of the 
entire spine. Serum calcium, inorganic phosphorus, and alkaline 
phosphatase levels have remained normal. 


COMMENT 

There is a possibility that the pathological fractures 
here reported may not have been related to increasing 
loss of bore strength but that they resulted merely from 
the minimal trauma of weightbearing in persons with pre- 
existent osteoporosis. This was considered as a possibility 
in patient C. H. (see table), whose compression frac- 
ture was temporally closely related to beginning ambula- 


2. Steinbrocker, O.; Traeger, C. H., and Batterman, R. C.: Therapeutic 
Criteria in Rheumatoid Arthritis, J. A. M. A. 140; 659-662 (June 25) 
1949. 
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tion after a long period of bed rest; however, in patients 
E. K., L. D., C. M., and M. S. fractures appeared after 
the hormone had been administered for long periods of 
time and were not temporally related to beginning ambu- 
lation. In Baer’s report ' of 14 cases of fracture seen in 
patients with rheumatoid arthritis, only 1 of the fractures 
involved a vertebra. 


Fig. 3.—Patient M.S. Roentgenogram of spine showing ‘“‘codfish de- 
formity” after 15 months of cortisone therapy. 


Several factors probably play a role in the osteoporosis 
of the patients with rheumatoid arthritis receiving corti- 
sone. Patients with rheumatoid arthritis have a slight 
tendency to lose calcium,* which is undoubtedly poten- 
tiated by the administration of cortisone.‘ The anti- 
anabolic *” effect of cortisone on protein metabolism may 
involve the nonutilization of ingested amino acids.° 
Osteoporosis and pathological fractures are character- 
istic findings in Cushing’s syndrome, and consequently 
the iatrogenic induction of Cushing’s syndrome by hor- 
monal therapy might be expected to produce similar 
osseous lesions. In order to produce a minimal beneficial 
effect in patients with severe rheumatoid arthritis, 


3. Ropes, M. W.; Rossmeisl, E. C., and Bauer, W.: Calcium and 
Phosphorus Metabolism in Rheumatoid Arthritis and Degenerative Joint 
Disease, J. Clin. Investigation 22: 785-790, 1943. 

4. (a) Sprague, R. H., and Power, M. H.: Metabolic Effects of Corti- 
sone and ACTH in Cases of Rheumatoid Arthritis, in Proceedings of the 
First Clinical ACTH Conference, edited by J. R. Mote, Philadelphia, The 
Blakiston Company, 1956, pp. 363-385. (b) Albright, F.: Cushing’s Syn- 
drome: Its Pathological Physiology, Its Relationship to Adreno-Genital 
Syndrome, and its Connection with Problem of Reaction of Body to 
Injurious Agents (“Alarm Reaction” of Selye), Harvey Lect. (1942-1943) 
38: 123-186, 1943. 

5. Clark, I.: Effect of Cortisone on Protein Metabolism in the Rat as 
Studied with Isotopic Glycine, Federation Proc. 9: 161, 1950. 

6. Blunt, J. W., Jr.; Plotz, C. M.; Lattes, R.; Howes, E. L.; Meyer, K., 
and Ragan, C.: Effect of Cortisone on Experimental Fractures in the 
Rabbit, Proc. Soc. Exper. Biol. & Med. 73: 678-681, 1950. 
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amounts of corticotropin or cortisone sufficient to pro- 
duce the “hyperadrenalism” exemplified by Cushing’s 
syndrome have usually been required. In such patients, 
efforts to decrease the hormone below such dosage levels 
have, in our experience, resulted in a waste of hormone, 
since no beneficial effect has been seen. 


Fractures in experimental animals heal poorly during 
the administration of cortisone.® Associated with de- 
creased numbers of macrophages and fibroblasts in the 
injured area, there are decreased numbers of chondro- 
cytes and osteoblasts with less deposition of cartilage and 
bone. In nontraumatized bone such cells must be con- 
tinually replaced, the rate of turnover being unknown. 
There is, perhaps, an analogy between the cellular re- 
actions concerned with the repair of trauma and those 
concerned with the replacement of turnover, the former 
being an acute phase of the latter. If this be so, it is pos- 
sible that during cortisone administration the activity of 
the cells concerned with the deposition of bone is dimin- 
ished, since their turnover is slower. This hypothesis 
leads to the conclusion that the negative balance for 
calcium, phosphorus, nitrogen, and amino acids, and the 
antianabolic and possibly increased catabolic effects 
ascribed to these hormones may be related to a lowered 
activity of these cells with subsequent nonutilization of 
essential metabolites by them. 


SUMMARY 
1. Pathological fractures have developed in five female 
patients with rheumatoid arthritis treated for long periods 
with cortisone. 


j 


Fig. 4.—Patient M.S. Roentgenogram of pelvis showing fracture of left 
femur after 15 months of cortisone therapy. This was sustained following 
a grand mal seizure. 


2. One or more factors commonly predisposing to 
osteoporosis, such as bed rest, disease activity, and the 
postmenopausal state, were present in all the cases. 

3. An explanation of the osteoporosis is suggested 
involving decreased activity of the cells concerned with 
bone deposition as the primary fault. 
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CHRONIC URETHRITIS IN GIRLS 


Clarence V. Hodges, M.D., Portland, Ore. 


Chronic posterior urethritis has proven to be, in our 
experience, the commonest single basis for urinary tract 
infection in girls. Understanding of the pathogenesis and 
characteristics of this clinical entity will hasten early 
recognition and appropriate treatment. 

To many practitioners today a girl who has an elevated 
temperature, urinary frequency, and pus in the voided 
urine specimen has pyelitis. They are happy to call 
the powerful sulfonamide and antibiotic agents to their 
aid and gratified to find that these agents appear to con- 
trol the infection in most cases in very short order. Often 
not until there have been repeated recurrences and the 
entire chemotherapeutic and antibiotic armamentarium 
has been ineffective in bringing about a permanent cure 
is the possibility of an underlying process considered. 
Intravenous or retrograde investigation is then under- 
taken in the logical belief that a congenital obstruction 
will be found, but the urinary system drains normally. 
Cystoscopic examination is apt to result in a verdict of 
“no disease” unless special attention is paid to the por- 
tion of the urethra nearest the bladder and unless a suit- 
able foroblique telescope or urethroscope is utilized to 
obtain adequate visualization of this area, i. e., unless 
the cystoscopist is aware of the potentialities of this area. 
However, the diagnosis may be inferred with reasonable 
certainty from the history and from examination of the 
voided and catheterized urine specimens. Urological 
examination, in addition to locating the lesion, is most 
valuable in ruling out the presence of concurrent urinary 
tract disease. 

There is remarkably little discussion of this disease 
entity in children in medical teaching. The syndrome is 
well recognized in women; its pathogenesis has been the 
subject of considerable controversy, the main difference 
of opinion being whether or not the female has peri- 
urethral glands. It is not germane to the purpose of this 
paper to attempt to develop either point of view, although 
it may be stated that the present consensus appears to 
be that there are such glands. Whatever its pathogenesis, 
the presence and importance of inflammatory processes 
in the posterior urethra of women is well recognized. In 
children, partly because of difficulty in instrumental 
visualization of the urethra but mainly because of failure 
to appreciate the high incidence of a similar inflammatory 
process, the condition is recognized much less often. 
Campbell ' has stated that it is the commonest finding in 
girls with persistent enuresis. Roen and Stept,? in an 
excellent review of the subject, emphasized the impor- 
tance and prevalence of the condition and outlined the 
fundamentals of treatment. 


MATERIAL AND METHODS 


Twenty-five girls whose primary urinary tract lesion 
upon complete urologic investigation was found to be 
chronic inflammation of the posterior urethra are re- 
ported on. All had been treated by the referring phy- 
sicians for urinary tract infection with one or more of 
the chemotherapeutic or antibiotic agents; some had had 


almost all of the antibiotics without relief. The average 
duration of urinary tract symptoms was two and one-half 
years. The patients were from 212 to 9 years old, with an 
average age of 5. All patients were hospitalized for this 
investigation, which included a careful history and com- 
plete physical examination, complete blood count and 
routine urinalysis, blood urea nitrogen determination, 
catheterization for residual bladder urine and urine cul- 
ture, cystoscopy, and retrograde pyelography. Endoscopy 
was done under general anesthesia. 

Incidence.—The patients in this series represent ap- 
proximately 10% of the pediatric patients who under- 
went complete urologic investigation at the University of 
Oregon Medical School Hospitals and Clinics during the 
two year period from July 1949, to July, 1951. Posterior 
urethritis was found in only two boys during the same 
period. 

Symptoms.—The commonest symptoms were urinary 
frequency and a history of febrile episodes; each of these 
symptoms was found in 17 patients. Enuresis had been 
present in 10 patients. Eight patients showed urgency; 
of these, four showed urgency so severe that it ap- 
proached incontinence. Six patients complained of ab- 
dominal, loin, or back pain during acute episodes. Al- 
though 18 girls were said to have shown pyuria on 
analysis of voided specimens during their previous 
course, only 4 showed a significant degree of pus when 
the catheterized bladder specimen was examined. One 
patient had difficulty in voiding. Surprisingly, only one 
patient had nocturia. Positive cultures were obtained 
from the bladder urine in eight patients. Escherichia coli 
was found in seven cases and Proteus vulgaris in the 
eighth. 

Endoscopic A ppearance.—Minimal findings on endo- 
scopic examination of patients with mild posterior ure- 
thritis were hyperemia and edema of the bladder neck 
and posterior third of the urethra. Increased prominence 
of the longitudinal folds was noted, and hyperplasia of 
the urethral epithelium. With severer, perhaps longer 
standing, inflammation, the mucosa was paler and gran- 
ular, and the epithelial hyperplasia had advanced into 
villus and polyp formation. Severe fibrosis, stricture, and 
urinary retention, which have been described in adults, 
were not encountered in this series. These patients tended 
to show chronic inflammatory changes in the trigone as 
well; the remainder of the bladder was remarkably nor- 
mal-appearing, however, and confirmed the impression 
that the posterior urethra was the center of inflammatory 
change. 


From the Department of Surgery, University of Oregon Medical School 
Hospitals and Clinics. 

Read at the Fifth Clinical Session of the American Medical Association, 
Los Angeles, Dec. 4, 1951. 
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Routine residual bladder urine determinations showed 
no evidence in any case of significant urinary retention. 
Significant degrees of bladder wall trabeculation were not 
found. Results of retrograde pyelography suggested a 
mild degree of unilateral pyelonephritic change in four 
instances; there was no evidence that the process was 
active at the time of examination. Exhaustive search was 
carried out without success in each case for urethral di- 
verticula, ectopic ureteral orifices opening into the ure- 
thra, obstruction in the upper urinary tracts, or any 
other cause that might be an additional factor in inciting 
and maintaining urethral inflammation. 

Microscopic Appearance.—Biopsies of the posterior 
urethra, just distal to the bladder neck, were taken with 
the infant resectoscope in two patients who appeared to 
have severe, chronic inflammation on cystoscopic ex- 
amination. Microscopic study (figure) showed evidence 
of increased vascularity, hyperplasia of the transitional 
epithelium, and marked submucosal infiltration with 
cells of the lymphocytic series. Distinct lymphoid follicles 
were noted in some areas. 


Transurethral section of posterior urethra. Marked infiltration with 
chronic inflammatory cells and increased vascularity are evident in the 
submucosal region. Hyperplasia of the transitional epithelium was more 
prominent in other portions of the specimen. ( 88). 


TREATMENT 

Treatment for chronic urethritis in women is directed 
along three channels: urethral dilatations, instillation of 
silver preparations or other bactericidal substances, and 
cauterization and/or electroresection. Urethral dilata- 
tions are said to “iron out” folds and crypts in the ure- 
thra and thus permit better drainage of infected areas. 
Whatever their action, the improvement in symptoms fol- 
lowing dilatations is usually marked. Transient im- 
provement is often noted following the urethral dilatation 
incident to a cystoscopy. We have found improvement 
to be more sustained if the patient received a total of 
three dilatations, the interim between treatments being 
10 to 14 days, than if only one dilatation was carried 
out. Once rapport has been gained, treatments can be 
administered with only local anesthesia, consisting of 
5% cocaine applied topically on cotton applicators, with- 
out evidence of more than minor discomfort in passage 


3. Sweetser, T. H., Jr., and Harrison, C. H., Jr.: Nitrofurazone in 
Treatment of Urethro-Trigonitis, J. Urol. 65: 684 (April) 1951. 


J.A.M.A., June 21, 1952 


of sounds as large as no. 24-F. Urethral dilatations have 
been carried out on all patients in the present series and 
have formed the mainstay of treatment. 

Instillation of silver preparations, particularly silver 
nitrate and mild silver proteinate solutions, into the 
bladder, is a traditional procedure; we have been unable 
to gather evidence to support its efficacy in treating lower 
urinary tract inflammations and have therefore discarded 
it. The instillation of nitrofurazone (furacin") solution 
1:6, as described recently by Sweetser and Harrison * for 
treatment of chronic urethrotrigonitis in women, was not 
effective in one moderately severe case in this series. 

Cauterization with the fulgurating current by means 
of a unipolar electrode or the resectoscope has enthusi- 
astic proponents among urologists, who treat chronic 
urethritis in women in this manner. Our results in treat- 
ment in two moderately severe cases in this series were 
quite inconclusive. 

When positive cultures were obtained from the bladder 
on catheterization, an appropriate sulfonamide or anti- 
biotic agent was administered for from five to seven days. 
While the administration of such an agent is usually suc- 
cessful in mitigating symptoms and decreasing pyuria, 
the ineffectiveness of drug therapy in permanently con- 
trolling the inflammatory process had already been 
emphasized in most cases. 


RESULTS 

In classifying the effects of therapy in each case, we 
have listed our results in three categories, i. e., good, 
fair, and poor. The results of therapy are not known in 
three patients who have been unavailable for subsequent 
observation. No treatment was given in another case, 
leaving 21 cases in which the efficacy of treatment can 
be categorized. A good result is arbitrarily defined for 
Our purposes as one in which there have been less than 
two recurrences of symptoms following therapy. A fair 
result was One with two or more recurrences following 
treatment, but less than the average number that oc- 
curred prior to therapy. A poor result was demonstrated 
by no decrease in the number of recurrences. The last 
group might have been listed as failures, except that it 
was noted that recurrences, although frequent, were less 
severe than before treatment. 

On the basis of the above classification, 16 patients 
(76% ) had good results, 2 (10% ) had fair results, and 
3 (14% ) had poor results. The significant finding in this 
analysis is that three-fourths of the patients showed 
marked improvement following therapy. 


COMMENT 

The causes of urethritis in young girls have been at- 
tributed to extension of infection from the vulva and 
vagina (either by direct extension through the short ure- 
thra or by lymphatic channels), fecal contamination 
from faulty personal hygiene, propagation from chronic 
upper urinary tract infection, metastatic infection from 
other sites in the body, and, possibly, direct lymphatic 
transmission of infecting organisms from the rectum to 
the urethra. Our finding of coliform organisms in all 
cases in which a positive urine culture was obtained 
lends some support to the belief that the infection origi- 
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nates in the intestinal tract and suggests that metastatic 
infection, particularly from the respiratory tract, was not 
a factor in this series. We have not found the variety of 
organisms that have been reported previously‘; it is 
difficult to determine the role which the many rounds of 
drug therapy employed previously in these patients may 
have played in modifying the bacterial findings. 

The history of many recurrences of infection suggests 
either that the patient has been subjected to multiple 
reinfections or that the organism is chronically harbored 
in the urinary tract. In favor of the first hypothesis is the 
absence of positive urine cultures in the majority of cases 
during remissions. However, most of the evidence favors 
the alternative, i. e., that pathogens persistently occupy 
the posterior urethral tissues and that exacerbations rep- 
resent flare-ups of bacterial activity. Local conditions 
may be influenced by a decrease in general resistance 
from fatigue, exposure, or infections elsewhere in the 
body, modification in immune responses from these or 
more obscure causes, and, finally, local irritation from 
such sources as tight-fitting clothing, masturbation, and 
minor trauma. Several findings support this view. The 
pathological picture as seen in the figure suggests a 
chronic, long-standing process rather than a series of 
acute reinfections. When positive urine cultures are ob- 
tained over a long period in which a series of remissions 
and exacerbations have occurred, we have consistently 
obtained the same organism. This degree of consistency 
need not prevail if each recurrence were the result of a 
new infection. 

If each of these patients showed obstruction, as evi- 
denced by difficulty in voiding, slow starting, dribbling 
after urination, and significant residual urine, the mecha- 
nism of the therapeutic value derived from urethral dila- 
tations could be better understood. Since only one patient 
in the series complained of difficult urination and there 
were no significant increases in residual bladder urine or 
in trabeculation of the bladder wall, obstruction can not 
be considered a major factor. Urethral strictures, which 
may be the outcome of many years of chronic posterior 
urethritis in women, were not encountered in any of these 
patients. Evidence for other benefits claimed to result 
from urethral dilatations, such as opening up of infected 
crypts and glands and breaking up of periurethral and 
paraurethral adhesions and strictures, is intangible and 
difficult to evaluate. We are reluctantly forced to con- 
clude that the reason for improvement in chronic ure- 
thritis in patients subjected to urethral dilatations is not 
clear. However, since this procedure is the main factor 
in improvement in the majority of such cases, we should 
be even more reluctant to abandon its use. 

The need for gentleness and patience in approaching 
the maximum caliber of the urethra should be empha- 
sized. It is desirable, as a rule, to advance only to that 
size of urethral sound that passes readily at each sitting, 
to pass no more than three sounds at one session, and 
to allow a minimum of 10 days between dilatations. The 
urethra of the average 5-year-old girl, given topical anes- 
thesia with 5% cocaine, will accommodate a no. 24-F 
sound without the patient giving evidence of more than 
mild discomfort at the end of an adequate number of 
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dilatations. The tendency toward recurrences suggests 
that additional similar courses of therapy may be neces- 
sary until the initiating causes have been overcome. 

The small number of reports dealing with this problem 
in children makes prognostication difficult. Since the 
condition in girls is so similar to that of women in symp- 
tomatology, gross and microscopic findings, and response 
to the same type of treatment, it is possible that ap- 
propriate treatment in childhood would prevent not only 
the gross fibrotic and obstructive changes that are ob- 
served in the adult but years of urethral discomfort as 
well. The prompt response to dilatations in the majority 
of cases supports the hope that permanent remissions 
may be obtained. 

Only two cases have been found in which it was be- 
lieved that the lack of response to urethral dilatations 
offered an indication for transurethral electrocoagulation 
of the inflammatory lesions at the bladder neck and 
posterior urethra. This procedure, effective in adult pa- 
tients, was not remarkably successful in our hands, per- 
haps because we were not persistent enough in its use. 

Urethral or bladder instillations of bactericidal solu- 
tions may have some value in preventing acute flare-ups 
from instrumental trauma. We have preferred to meet 
this possibility by administering small amounts of sulfon- 
amide or antibiotic agents immediately prior to or fol- 
lowing instrumentation, the sequence depending on 
whether or not urine cultures were desired. 

Six patients complained of pain in the lower abdomen, 
loin, or costovertebral angle as an accompaniment of an 
acute exacerbation. We may readily interpret this symp- 
tom as evidence of concomitant cystitis, ureteritis, or 
pyelonephritis. As an alternative explanation, we may 
consider the reference of pain from the urethra. Burns * 
has pointed out that, in women whose only diagnosis is 
granular urethritis, pain may be “noted in the suprapubic 
area, right and left lower quadrants of the abdomen, both 
lumbar areas, sacral region, labia and insides of the 
thighs.” The differential diagnosis of pain in such a situa- 
tion may well require considerable judgment and ex- 
perience; one wonders if the operative finding of a normal 
appendix in a child with symptoms considered typical 
of appendicitis may not sometimes suggest that the symp- 
toms originated in a chronically inflamed posterior ure- 
thra. Appendectomy may be a relatively small price to 
pay for misdiagnosis; a woman is more apt to be sub- 
jected to an unnecessary gynecologic procedure or end 
up with the tenacious label of “neurotic” unless chronic 
urethritis is recognized. 

From the viewpoint of differential diagnosis of lesions 
within the urinary tract, it may be pointed out that the 
symptoms of urethral diverticulum are entirely similar 
to those enumerated for chronic posterior urethritis, that 
careful and repeated search may be necessary to detect 
the presence of such a structure, and that, above all, rec- 
ognition of a diverticulum is usually dependent upon the 
examiner's recognition of the possibility of its presence. 
The rarer possibility of an ectopic ureter emptying into 
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the posterior urethra must also be kept in mind. Neuro- 
genic bladder dysfunction may bear a superficial resem- 
blance to chronic urethritis. The majority of diagnostic 
problems will be eliminated in the course of a thorough 
investigation with visualization of all parts of the urinary 
tract, either directly or by roentgenography. 

Four patients in this series showed evidence of struc- 
tural changes in one kidney, these changes being com- 
patible with a diagnosis of chronic pyelonephritis. It is 
difficult to assess the relative roles of the kidney and the 
urethra in propagating urinary tract infection in these 
cases, particularly with reference to which organ first 
became infected. Two of these patients have shown no 
recurrence of infection since their urethral dilatations 
were carried out, which furnishes a presumptive indica- 
tion that the urethra may have been the chronic reservoir. 

The question is often raised by general practitioners 
and pediatricians as to how long a urinary tract infection 
should be treated as a general medical problem and at 
what point it should be recognized that the services of a 
urologist are required. Simple urinary tract infections do 
not require the services of a specialist; a complete uro- 
logical investigation at the first evidence of pus cells in 
the urine is not medically justified nor economically 
feasible. Recurrent infections and failure to respond to 
the powerful drugs available today suggest that the prob- 
lem is complex and that more information is needed 
about the functional capabilities and structural peculi- 
arities of the urinary system. Lack of improvement and 
the need for further visualization and information about 
the urinary tract might well dictate the advisability of 
consultation with a urologist at this point. 

One does not need the services of a urologist to diag- 
nose the ordinary case of chronic posterior urethritis. 
The history of recurring episodes of urinary frequency, 
enuresis, fever, and pyuria is highly suggestive. The nor- 
mal findings on physical examination, the tender urethra 
on catheterization, the absence of residual urine, and a 
clear bladder urine or marked disparity between cathe- 
terized and voided urine specimens confirm the diag- 
nosis in the majority of cases. The urologist’s skill is help- 
ful in visualizing the lesion and in ruling out other urinary 
tract disease. 

SUMMARY AND CONCLUSIONS 

In 25 girls with symptoms referable to the urinary 
tract the primary urologic abnormality was chronic pos- 
terior urethritis. Although little attention has been paid 
to this condition in children in medical teaching or writ- 
ing, it has been the largest single cause of urinary tract 
infection in girls in our recent experience. The common- 
est symptoms were episodes of urinary frequency, fever, 
enuresis, and urgency. Pain was referred to the supra- 
pubic, loin, or costovertebral areas. Pus was usually 
present in voided urine during exacerbations; there was 
marked disparity be.ween catheterized and voided urines. 
Cultures of catheterized bladder urine were negative in 
the majority of cases. Recurrences of urinary tract infec- 
tion, based on exacerbations of chronic posterior ure- 
thritis, tended to be frequent and only temporarily af- 
fected by drug therapy. 
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Endoscopic studies of the inflammatory process at 
the urethrovesical junction showed varying degrees of 
chronic change, including hyperemia, edema, hyper- 
plasia, and granular contraction. Severe fibrosis was not 
seen. Biopsy and microscopic study confirmed the gross 
impression of severe chronic inflammation. 

Marked improvement in frequency and severity of re- 
currences was noted in the majority (76%) of pa- 
tients who were treated by urethral dilatations. Sulfona- 
mides or antibiotic agents were administered adjunctively 
in the cases in which positive urinary cultures were ob- 
tained. Topical instillations were not used; local electro- 
coagulation was not necessary in the majority of cases. A 
fair or poor response to treatment was obtained in 24%. 

All positive cultures consisted of coliform organisms, 
suggesting the intestinal tract as a source for urinary tract 
invaders. It is likely that recurrences of infection are 
exacerbations of chronic urethritis rather than reinfec- 
tions. In cases in which urethritis and chronic pyelo- 
nephritic changes in the kidneys coexisted, the meager 
available evidence indicates that chronic infection is re- 
tained in the urethra rather than the kidney. 

The primary purpose of this presentation is to stress 
the importance of cognizance of the existence of chronic 
urethritis in girls, recognition of its symptoms, and at 
least cursory acquaintance with the principles of treat- 
ment. The general practitioner and the pediatrician 
mainly share the responsibility for recognition of the 
problem and its implications. The urologist has the 
equipment and training necessary to demonstrate the 
pathological process and rule out other major urinary 
tract lesions. An alert and cooperative attack on the 
problem will shorten the delay between onset of symp- 
toms and diagnosis and prevent extensive, perhaps ir- 
reparable damage to the urinary tract. 


University of Oregon Medical School. 


Rubella and Congenital Defects.—While the role of rubella in 
the production of a wide variety of malformations is now well 
established, we still are lacking reliable figures on the probability 
that the average case of rubella in the average woman will result 
in an abnormal child. The available data on this point have been 
summarized by Swan, who estimates that the risk of a mother 
giving birth to a child with one or more congenital anomalies 
following the contraction of rubella during the first four months 
of pregnancy is approximately 74 chances in 100, whereas in 
the last five months of gestation the risk averages 23 chances in 
100. Swan recognizes that these are probably overestimates. On 
the other hand, it seems unlikely that the risk involved in the 
first four months is below 30 chances in 100. The chances of an 
abnormal outcome following rubella early in pregnancy are 
therefore probably as great or greater than where dominant 
heredity is involved, but the order of magnitude of the two 
probabilities is quite similar. Perhaps the recognition of rubella 
as a Cause for abortion is the opening wedge in a wider appreci- 
ation of the fact that a well rounded picture of the responsibili- 
ties of a physician should include some consideration of the 
problems of the next generation. This statement is by no means 
to be interpreted as a move for compulsory sterilization on 
genetic grounds, but as a suggestion that where plainly inherited 
disease is present in a family and the prospective parents of a 
defective child voluntarily request an abortion or sterilization, 
society faces a responsibility which has perhaps not yet been 
square'y met.—James V. Neel, M.D., The Medical Clinics of 
North America, March, 1951. 
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CLINICAL NOTES 


CONTROL OF POSTPARTUM HEMORRHAGE 


Ernest Myller, M.D., New York 


Hemorrhage is one of the most frequent causes of 
postpartum death. Statistics being reliable only from 
larger hospitals, we may assume that many postpartum 
deaths are either unreported or designated otherwise. 
In a report from the Mayo Clinic,’ the incidence of 
death from hemorrhage is 0.491 per 1,000 births, an 
average of | case per 2,000 deliveries. Postpartum hem- 
orrhage in a large Brooklyn hospital caused death in 34 
of 37 cases of obstetric fatality. It can only be conjectured 
how many more occur in institutions with lower stand- 
ards. 

There are standard methods of treating postpartum 
hemorrhage. It must be assumed from the poor results 
reported that they are not always successful. The usual 
routine procedure is to endeavor to find out whether the 
uterus is empty or to establish other causes for the bleed- 
ing. By the time the examination is completed, the hem- 
orrhage may become alarming. Posterior pituitary 
(pituitrin®) or ergot is given intravenously, the uterus is 
massaged, and in many cases valuable time is lost. Intra- 
uterine packing is resorted to, which stops the bleeding 
for the moment. Blood transfusions are started. After a 
short time the bleeding may start again, seeping through 
the packing. Removal and reapplication of packing does 
not necessarily stop the bleeding and, in spite of con- 
comitant transfusions, the patient may rapidly become 
moribund. It is the belief of Douglass ~ that when the 
first uterine packing is not successful, the uterus is prob- 
ably ruptured. If such is the case, a second packing is 
definitely contraindicated. Greenhill also advised 
against packing the uterus a second time, recommending 
immediate hysterectomy as the safer procedure. 

Postpartum hemorrhage can be controlled, no matter 
what its cause, by a method described many years ago by 
Logothetopoulos in Athens.' His method involves a type 
of packing that he originally used after clamp hysterecto- 
mies. It was inserted into the pelvis after the uterus was 
taken out, allowing immediate removal of the clamps 
without any loss of blood. Logothetopoulos applied the 
same principle of hemostasis to control of bleeding from 
the postpartum uterus after considerable experience in 
his surgical cases had proved it efficient. He called the 
procedure “traction packing.” 


METHOD 


A doubly folded quadrangular piece of gauze 36 in. (91 cm.) 
square and a gauze roll 4 in. (10 cm.) wide and 16 yd. (15 m.) 
long are required. The operator grasps the cervix with one or 
several tenaculum forceps and brings it down well to the level of 
the vulva. The blades of a vaginal speculum are helpful in 
spreading the cervical canal apart. The center of the quad- 
rangular piece of gauze is inserted into the uterus by means of 
a sponge forceps. In contrast to the conventional method, it is 
not necessary to reach the fundus with this packing. 

The four corners of the quadrangular piece of gauze protrud- 
ing from the uterus are spread apart. The operator then packs 
the long strip of gauze into the gauze sack situated in the uterus, 
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Carefully done, this produces a large round ball inside of the 
uterus. The size of this ball is always the same, being deter- 
mined by the uniform amount of gauze strip used. Thus the 
whole procedure becomes automatic and not subject to indi- 
vidual alterations, an important point in an operation when 
time means everything. 

The four corners of the quadrangular piece of gauze are 
grasped in one hand and pulled downward. The blood supply of 
the uterus is cut off and bleeding ceases at once. In order to 
maintain the downward traction, the gauze stem is run through 
a thick ring pessary, and the pessary is pushed upward against 
the vulva, which is protected by a piece of gauze. The ring is 
fixed in its position with a clamp (fig. 1). 


Fig. 1.—Gauze packing in place in the uterus. The traction is main- 


tained by clamping the protruding gauze below the thick ring pessary 
pushed against the vulva, 


Fig. 2.—Compression of the hypogastric vessels when traction is applied 
to the gauze packing. 


Conventional packing is an attempt to compress the 
open sinuses and biood vessels in the waii of the bieeding 
uterus. To be sure, the packing itself may produce a 
contraction, and only in such cases will it be effective. 
On the other hand, traction compresses the uterine ves- 
sels against the pelvic wall, interrupting the blood flow 
to the uterus completely (fig. 2). If the uterus is atonic, 
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there is in addition to this hemostatic effect the oxytocic 
effect of anemia, which is produced by compression of 
the arteries. Furthermore, it is possible that pressure 
upon Frankenhauser’s ganglion stimulates the uterine 
muscle to contract by way of the autonomic nerves. It 
is obvious that the cause of the bleeding does not in- 
fluence the effectiveness of this packing. Wherever the 
bleeding comes from, it will be stopped. This packing is 
inserted with relative ease, far more readily than a con- 
ventional packing, with no need to fill the uterine cavity 
completely, and the procedure is rapid and precise. 

This packing is indicated only in cases of severe hem- 
orrhage, after simpler procedures have been attempted 
and the vagina and cervix examined as possible sources 
of bleeding. Its purpose is to control bleeding immedi- 
ately and to eliminate anxiety and haste. Once accom- 
plished, additional measures such as transfusion and con- 
sultation may be obtained in leisure. As the patient’s 
condition improves with or without transfusion, the sub- 
sequent procedure depends upon diagnosis. If the uterus 
is atonic and the bleeding has stopped entirely, the pres- 
sure is released by opening the clamp. After a short while 
the internal strip of gauze may be gradually removed, 
followed by the quadrangular piece of gauze, which may 
take out with it pieces of membrane left behind. The 
removal of the packing is almost painless. 

If the hemorrhage has occurred after a difficult forceps 
delivery, a version, Or in a case in which a cesarean 
section has been done previously, the possibility of a 
ruptured uterus must be considered. In this instance the 
packing may enter the abdominal cavity through the tear 
in the uterus, intentionally or by chance. No harm can 
be done by the possible additional trauma to the uterine 
wall, since it will be necessary to remove the uterus any- 
way. Once in place, traction packing allows time for 
careful preoperative preparation. There is no urgency 
for any operative intervention while the patient ts in 
shock. Her chances for recovery after hysterectomy or 
more conservative procedures are much improved. 

According to Greenhill, the mortality rate of uterine 
rupture is 58°. A very recent report from the Harlem 
Hospital ° gives the mortality rate as 57.1. Consider- 
ing the excellent facilities and expert attention in this 
hospital, it may be assumed that in less well-equipped 
institutions the mortality rate may be much higher. With 
successful hemostasis and eliminated urgency, with time 
to recover from shock, mortality rates should be con- 
siderably reduced. Posner and his co-workers ° stated, 
“Immediate transfusion and laparotomy, regardless of 
the degree of shock, is the surgical treatment of rupture 
of the uterus.” Speaking of mortality, they add that with 
adequate blood transfusion and present-day antibiotics 
all patients might have survived. All these ends can be 
realized with traction packing; there is no need of im- 
mediate operation “regardless of the degree of shock.” 
Actual experience with this packing is limited. Logo- 
thetopoulos has used it in only about 10 cases of post- 
partum hemorrhage, but has had excellent results in all. 
This packing procedure was studied in cadavers at the 
University of Athens.” The packing was inserted in the 
manner described, followed by traction. A dye was in- 
jected into the carotid artery under pressure and there- 

‘after the pelvic organs were examined. All blood vessels 


J.A.M.A., June 21, 1952 


except the uterine arteries were filled with the dye. It 
was interesting to note that the ureters were not com- 
pressed; they could be flushed through from above with 
very slight pressure. 

SUMMARY 


There are few new methods available to reduce the 
mortality rate of postpartum hemorrhage. Blood trans- 
fusion is often unsuccessful because hemostasis is diffi- 
cult. Operations are often done with the patient in shock. 
Traction packing controls all postpartum bleeding im- 
mediately and therefore should reduce the mortality rate. 

65 E. 76th St. 
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BRACHIAL PLEXUS IRRITATION DUE TO 
HYPERTROPHIED OMOHYOID MUSCLE 


A CASE REPORT 
L. Gordon Fiske, M.D., Santa Barbara, Calif. 


It is recognized that the results of surgery for the 
scalenus anticus syndrome have, in many cases, been 
disappointing. It is the purpose of this report to suggest 
that the possible cause for failure, in some of the pa- 
tients, may be due to unrecognized pressure on the 
brachial plexus from either a taut or a hypertrophied 
lateral belly of the omohyoid muscle. It is not the in- 
tention of the author to discuss the scalenus anticus 
syndrome itself, since the subject has been dealt with 
exhaustively in the literature. 


A 30-year-old Caucasian housewife was seen Feb. &, 1951, 
complaining of a mass in the left supraclavicular fossa of 10 
months’ duration. Four months previous to her first visit, while 
reaching into a deep box with the left arm and turning her head 
to the right to speak to an acquaintance, she experienced a sud- 
den onset of pain involving the left side of the neck and shoulder, 
and radiating down the outer aspect of the arm. The pain had in- 
creased in intensity and duration, was exaggerated by exercise, 
and was present day and night. Sharp exacerbations of the pain 
occurred when she turned her head to the right, with the neck 
either flexed or extended and when the arm was abducted. In 
recent weeks she had obtained some relief during sleep by not 
using a pillow. 

The past and family histories were noncontributory. Physical 
examination revealed a normally well-developed, well-nourished 
woman with no abnormalities except those related to the condi- 
tion being reported. With the patient in a sitting position and the 
arms at the sides, a swelling was noted that obliterated the left 
supraclavicular fossa. The swelling diminished when the shoul- 
ders were rotated anteriorly and became more prominent if the 
shoulders were rotated outward. A soft, ill-defined, nontender 
mass about 3 cm. by 5 cm. in diameter occupied the fossa. Pres- 
sure on the mass caused an increase in subjective pain. No bruit 
was heard over the mass. Objective sensory and motor abnor- 
malities were absent. The blood pressure of the left arm was 
130/80 mm. Hg and of the right, 120/80 mm. Hg. Roentgeno- 
grams of the cervical spine showed slight narrowing of the inter- 
vertebral disk at the level of C6 to C7. Localized hypertrophic 
changes were also present in the same region and in the anterior 
adjacent margins of vertebrae CS to C6. There was no evidence 
of recent fracture, dislocation, or cervical rib. A roentgenogram 
of the chest showed no abnormality. 

The erythr@yte count, the leukocyte count, and the hemo- 
globin determinations were within normal limits. The urinalysis 
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was normal. The Kolmer serologic test was normal. The clinical 
impression was that the patient had lipoma of the left supra- 
clavicular fossa. The pain was thought to be caused by pressure 
from the mass. On Feb. 14, a horizontal supraclavicular incision 
was made. When the platysma was cut and the sternocleido- 
mastoid muscle retracted, the “tumor” was disclosed to be the 
hypertrophied lateral belly of the omohyoid muscle, which was 
approximately 2 cm. in diameter. As the medial insertion was 
approached, the diameter narrowed to that of the normal tendon. 
Pressure on the brachial plexus was obviously exerted by the 
hypertrophied muscle and was relieved by excision of the lateral 
belly. The histological report was “simple hypertrophy of skeletal 
muscle.” 

The patient was discharged from the hospital the day follow- 
ing surgery. She had already volunteered the information that 
her pain had been completely relieved. She has had repeated ex- 
aminations, the last on Aug. 6, 1951, and there has been no 
recurrence of symptoms. 


A review of the literature has revealed no case exactly 
similar to the present one, in that the hypertrophied 
omohyoid muscle caused a visible mass preoperatively; 
however, Dr. Alfred Adson' has made the following 
observation: 

The omohyoid muscle in people with long necks not infre- 
quently compresses the brachial plexus and gives rise to paresthe- 
sias. Although this muscle usually is divided during the opera- 
tion, I have purposely left the ends unsutured in several cases. 
I have done this after an experience with a patient who had 
undergone scalenotomy elsewhere for the syndrome; this pa- 
tient also had a small cervical rib. Not being sure that the sca- 
lenus anticus muscle had been completely divided, I advised re- 
operation. I found everything to be satisfactory except that the 
omohyoid muscle was very tense and acted as a band running 
diagonally across the brachial plexus. I divided the muscle and 
closed the wound. The patient was relieved of her symptoms of 
paresthesia of the lower arm and hand. 


Dr. Adson was apparently the first to make this obser- 
vation, and yet the above quotation has not attracted the 
attention it deserves. Personal communications with sev- 
eral neurosurgeons, orthopedic surgeons, and Dr. Adson 
attest to the failure to recognize the association of abnor- 
malities of the omohyoid muscle with pressure symptoms 
of the brachial plexus. Holden and associates * follow Dr. 
Adson’s technique and state, “The omohyoid has fre- 
quently been found to be enlarged and taut. When so 
encountered it is incised and not resutured.” So briet 
a mention of the condition is apt to pass unnoticed. The 
purpose of this report is to emphasize the importance of 
abnormalities of the omohyoid muscle to the scalenus 
anticus syndrome. It is suggested that division of the 
omohyoid muscle may result in a higher percentage of 
success in anterior scalenectomies, as this muscle, rather 
than the scalenus, may be the partial or entire cause of 
the patient’s symptoms. 

SUMMARY 

An instance of brachial plexus irritation caused by the 
hypertrophied lateral belly of the omohyoid muscle and 
relieved by myotomy is presented. The relationship of 
the “taut” or hypertrophied omohyoid muscle to neural- 
gias similar to those of the scalenus anticus syndrome is 
emphasized. 

22 W. Micheltorena St. 
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PSYCHOSIS RESULTING FROM BARBITU- 
RATE WITHDRAWAL 


REPORT OF TWO CASES 
Norman C. Morgan, M.D., Warren, Pa. 


There have been scattered reports of the addicting 
property of barbiturate drugs and the serious symptoms 
produced by their abrupt withdrawal. With the excellent 
work of Isbell and co-workers,' the concept of barbitu- 
rate addiction and of the barbiturate withdrawal syn- 
drome has become more specific. The use of barbiturate 
drugs as a supplement to or as a substitute for narcotics 
in drug addicts has been frequently observed. Hewitt ” 
recently reported three cases occurring among patients 
in mental hospitals specializing in the treatment of nar- 
cotic addiction. Barbiturate addicts are admitted to state 
hospitals relatively infrequently. Unless physicians at- 
tending such patients are constantly alert to the possi- 
bility, the diagnosis of barbiturate addiction may be 
overlooked or dangerously delayed. 

The purpose of this paper is to report the cases of two 
barbiturate addicts who were admitted to a state hos- 
pital. For the first patient, the history of excessive use of 
barbiturates Over a six year period was available at the 
time of his admission. The second patient was admitted 
as an alcoholic. During his lucid period after admission 
and betore the onset of acute symptoms, this patient was 
able to give a history of excessive use of barbiturates for 
one year. The sudden onset of acute psychosis with con- 
vulsions, 72 hours after admission, made further study 
difficult; however, on specific detailed questioning, the 
patient was able to give a history of alcoholism and of 
addiction to pentobarbital (nembutal*), secobarbital 
(seconal* ) sodium, and phenobarbital sodium for over a 
year. 

Many physicians erroneously think of the syndrome as 
One of barbiturate toxicity rather than a withdrawal syn- 
drome. This distinction is, of course, vital, since the best 
treatment available at present is the continued adminis- 
tration of a barbiturate (e. g., pentobarbital) with a grad- 
ual reduction in its dosage. Those who continue to think 
in terms of toxicity only cause aggravation of the symp- 
toms by withholding barbiturates and attempting to 
secure sedation with other hypnotics. Because of un- 
familiarity with the syndrome, the course of the illness 
was unexpected by the attending physician, and the treat- 
ment was not clearly outlined from the beginning. The 
following summaries will reveal the advantage of early 
diagnosis and sustained treatment in these cases. 


REPORT OF CASES 
Case 1.—The patient, a 47-year-old white man, had suffered 
from duodenal ulcers with intermittent stomach distress for 10 
years, prior to which he had been an intermittent alcoholic. Al- 
though exact dosages were not learned, it was known that the 
patient had taken barbiturates steadily during the past six to nine 
years. One pharmacist was reported to have furnished 100 seco- 
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barbital sodium tablets a month on the basis of a prescription 
written nine years prior to the present illness. Withdrawal was 
started at home on May 1, and, in the evening, on May 2, the 
patient had a convulsion. On May 4, visual hallucinations were 
noted, and the patient had another convulsion. The psychotic 
symptoms rapidly became more intense. The patient had vivid 
hallucinations, was disorientated as to time and place, and failed 
to recognize his relatives. Replacement therapy with secobarbital 
sodium, 0.2 gm. every three hours, was started on May 5, at 
8 p. m. Following the third dose, the patient seemed to re- 
cover. He had no medication for 24 hours preceding hospitali- 
zation, which took place at about 12:30 a. m. on May 8. At 
this time, the patient was acutely psychotic. After admission, 
amobarbital (amytal*) sedium, 0.22 gm., was administered on 
May & at 3 a. m. and on May 9 at 1:30 p. m., 10:30 p. m., 
and 11:30 p. m. In spite of this low dosage, by May 11 the 
patient’s condition had improved considerably, and he was able 
to give a fairly satisfactory history at the staff meeting. During 
the next two days he adjusted satisfactorily to the ward, and a 
chart was not kept. On May 14, he again became overactive and 
had tremors. He was given amobarbital sodium, 0.22 gm., on 
May 14 at 12:30 p. m. and on May 15 at 2 a. m. On May 16 
and May 19, he slept seven hours cach night without sedatives. 
He died suddenly on May 21, of fulminant lobar pneumonia. 

Cast 2.—The patient, a 35-year-old white man, began social 
drinking at the age of 23. Since he was 28, he had drunk ex- 
cessively, at first drinking beer, but later consuming at least a 
fifth of whiskey daily. He had started to use pentobarbital in 
March, when he was hospitalized for 10 days for alcoholism. On 
discharge, he was placed on a maintenance dose of phenobarbital 
(0.06 gm.?) every four hours and an unknown amount of pento- 
barbital four times a day. The amount he ultimately consumed 
is not known, except that he purchased barbiturates in bottles 
of 100 capsules on prescription from three different physicians. 
For at least three months prior to his admission in November, 
he had been drinking heavily. 

On admission to the hospital, on Novy. 22, the patient was so 
heavily under the influence of whiskey and paraldehyde that he 
was not ambulatory. For the next 72 hours he appeared to be 
a “typical” alcoholic patient, exhibiting much “nervousness” 
but no psychotic symptoms. During this interval, he was given 
paraldehyde as a sedative and vitamin therapy. Seventy-two 
hours after admission, he had a severe, epileptiform convulsion. 
As soon as the seizure was over, on Nov. 25, at 9 p. m., the 
history of his use of barbiturates was obtained. He had two 
more convulsions on Nov. 26, the first at | a. m. and the second 
at 12:15 p. m. He was given pentobarbital, 0.2 gm., after the 
first convulsion and five hours later. Pentobarbital, 0.1 gm., 
was administered four times on Nov. 26 but only three times 
on Nov. 27, the morning dose having been omitted by an at- 
tendant accustomed to thinking of pentobarbital as a drug to 
be given as needed to achieve sedation. On Nov. 28, the patient 
was given pentobarbital, 0.2 gm., at noon to compensate for the 
omitted morning dosage. At 1:30 p. m., he suddenly began to 
hallucinate and become combative, believing that he could hear 
his mother’s voice and could see his children in the corridor. 
Morphine sulfate, 16 mg., and scopolamine (hyoscine) hydro- 
bromide 0.4 mg., were administered at 6:45 p. m. and 10:50 
p. m. and, on Nov. 29, at 2:45 a. m. During this time the patient 
remained acutely disturbed and hallucinated in seclusion. Ad- 
ministration of pentobarbital was resumed on Nov. 29, and the 
patient was able to spend some time in bed in the ward. On 
Nov. 30, his condition had greatly improved, and, on Dec. 1, 
he no longer had psychotic symptoms. Although he was some- 
what restless, he was able to read. There was a gradual reduction 
of the pentobarbital dosage, and administration of the drug was 
discontinued on Dec. 9; at this time, the patient was able to 
recall much of his behavior, although he had no memory of one 
48 hour period during his illness. 


Both of these cases are particularly interesting be- 
cause of the reluctance of physicians unfamiliar with the 
syndrome to administer barbiturates in sufficiently high 
dosage over a sufficient period of time. Both cases illus- 
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trate that too early reduction in barbiturates results in 
relapse. The exact dosage is dependent on the clinical 
picture and extent of the addiction. Pentobarbital, 0.1 
gm. four times a day, usually constitutes an adequate 
dosage at first. The second case illustrates that morphine 
and scopolamine hydrobromide are of little benefit in this 
disorder. 
SUMMARY 


Two patients with barbiturate syndrome seen in a state 
mental hospital are described and discussed for the pur- 
pose of drawing attention to this relatively unfamiliar 
clinical picture. The necessity for early recognition and 
sustained adequate replacement treatment with gradual 
withdrawal is emphasized. The distinction between bar- 
biturate toxicity and the barbiturate syndrome is con- 
sidered worthy of restatement. 
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The following statement was prepared at the request of the 
Council on Foods and Nutrition and others. It was adopted 
without dissent as reflecting a summary of current evidence and 
the views of those present at a conference held at the Agricul- 
tural Experiment Station of the University of Minnesota, St. 
Paul, Minn., on May 27, 1952. More than 50 persons participated 
in the conference. Among these were representatives of industries 
concerned, of the American Veterinary Medical Association, 
the American Medical Association, the U. §. Department of 
Agriculture, the Food and Drug Administration, and Livestock 
Sanitary Boards, Departments of Health, and Agricultural 
Experiment Stations of some states in which the subject matter 
constitutes a practical problem, 


James R. Witson, M.D., Secretary. 


BIOLOGICAL EFFECT OF TRICHLOROETHYLENE- 
EXTRACTED SOYBEAN OIL MEAL 

The soybean has rightly been accepted for a long time as a 
valuable component of diets of animals and humans. In animal 
feeds the defatted residue of soybeans continues to be one of 
the most valuable sources of protein. The removal of oil from 
soybeans is carried out commercially either by pressing or by 
extraction with fat solvents. For the latter purpose a special 
grade of purified naphtha is employed successfully on a large 
scale, and the defatted meal thus produced is used extensively 
for various industrial purposes and in diets of man and animals. 
No evidence of harmful effects produced by naphtha-extracted 
soybean oil meal has been presented when the meal is used 
according to recommended feeding practice. 

During the last few years another solvent, trichloroethylene, 
has been introduced in several smaller extraction plants in the 
United States for the removal of oil from soybeans. One of the 
principal advantages claimed for the use of trichloroethylene is 
the fact that in comparison with naphtha it is relatively non- 
flammable, thus requiring less extensive operational control 
measures. Trichloroethylene has been used for similar purposes 
earlier in Great Britain, Germany, Italy, and, recently, Japan. 

Soon after the commercial introduction of the trichloro- 
ethylene process for the production of soybean oil meal there 
were reported in this country cases of a hemorrhagic disease 
among some cattle which had consumed this product for vari- 
able periods of time. In some areas the incidence of morbidity 
and mortality has been high, and in many cases it could be clear- 
ly established that trichloroethylene-extracted soybean oil meal 
was one of the constituents of the ration of the affected animals. 
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This experience is similar to that reported by Stockman in Great 
Britain in 1916 and since that time by others in Germany, 
Holland, Italy, and Japan. It has been possible in several in- 
stances to produce experimentally a hemorrhagic disease in cattle 
and calves by feeding them trichloroethylene-extracted soybean 
oil meal. On the other hand, experiments are on record that 
agree with observations made on farms where the feeding of 
trichloroethylene-extracted soybean oil meal in amounts up to 3 
Ib. per day has been well tolerated by cattle for periods exceed- 
ing 200 days. Evidently, not all lots of trichloroethylene-extracted 
soybean oil meal have the same effect quantitatively on cattle. 

The symptoms of the disease in cattle are essentially those of 
an aplastic anemia with a marked reduction of leukocytes, 
neutropenia, relative lymphocytosis, a decrease in circulating 
platelets, erythrocytes, hemoglobin, and various degrees of 
hypoplasia of the bone marrow. The mucous membranes of the 
animals reveal petechial and ecchymotic hemorrhages, and 
epistaxis and hemorrhages from the rectum, vulva, and prepuce 
are frequently observed. The latter symptoms are accompanied 
by elevated body temperatures and frequently followed by death 
within a few days. Necropsy reveals extensive hemorrhages 
throughout the body. Fatal attacks of this disease may occur 
after the feeding of trichloroethylene-extracted soybean oil meal 
has been discontinued for several weeks. No effective treatment 
of the affected animals is known at present. 

Recent observations made on farms as well as some experi- 
ments suggest that under certain conditions a severe hemorrhagic 
disease of sheep is associated with the feeding of trichloro- 
ethylene-extracted soybean products. Fatal aplastic anemia and 
extensive hemorrhagic lesions have developed in a horse follow- 
ing the experimental feeding of trichloroethylene-extracted soy- 
bean oil meal. 

In view of the evidence referred to, it is suspected that tri- 
chloroethylene-extracted soybean oil meal contains some agent 
that is toxic to some species. Residual trichloroethylene as such 
is apparently not responsible for the effects of the meal. The 
toxic agent has as yet not been identified, and hence there are 
no chemical tests available for its detection. It appears to be 
transmitted through the bovine placenta, but no reliable evidence 
is available concerning its accumulation in the tissues of cattle 
or its transfer into the milk. These questions, however, should be 
studied and carefully considered in relation to the possible effects 
of consumption of animal products by man. 

Studies on this problem have been handicapped to date by 
the lack of a biological test system using other than the bovine 
species, but they should be continued until the toxic agent, its 
mode of action and possible measures for its detection, control, 
and prevention have been recognized. In view of these develop- 
ments, it is indeed fortunate from a practical standpoint that the 
production of trichloroethylene-extracted soybean oil meal was 
never more than a small percentage of the total tonnage of 
soybeans processed and that its production has now virtually 
been suspended. 


ACCEPTED FOODS 


The following product has been accepted as conforming to 
the rules of the Council. 
James R. Witson, M.D., Secretary. 


Griffith-Durney Company, Los Angeles. 


Carnation Strained Salmon for Babies. Ingredients: Chum 
salmon fillets, water and table salt (NaCl). 

Analysis (submitted by manufacturer).—Total solids 21.61%, 
moisture 78.39%, ash 0.94%, fat (ether extract) 1.84%, protein 
(N » 6.25) 18.55%, carbohydrates (by difference) 0.28%. 


Vitamins and Minerals Per 100 Gm. 


Calories —0.91 per gram; 25.5 per ounce. 
Use.—For use in the feeding of infants and young children. 
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COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 


APPARATUS ACCEPTED 


The following additional products have been accepted as 
conforming to the rules of the Council on Physical Medicine 
and Rehabilitation of the American Medical Association for 
inclusion in Apparatus Accepted. A copy of the rules on which 
the Council bases its action will be sent on application. 


RatpH FE. De Forest, M.D., Secretary. 


Paravox Hearing Aid, Model D “Top-Twin-Tone” 
Manufacturer: Paravox, Inc., 2056 E. 4th St., Cleveland 15. 
The Paravox Hearing Aid, Model D 

“Top-Twin-Tone,” is an electric in- 
strument designed to assist the hard of 
hearing. It measures (without clothing 
clips) 73 by 45 by 19 mm. and weighs 
(with batteries, cord, and receiver) 100 
gm. Its most unusual feature is the 
dual microphone, consisting of two 
matched microphone crystals. Wiring 
diagrams show that in this method of 
construction each crystal drives one- 
half of an elongated diaphragm, pro- 
viding a somewhat wider range of 
frequency response than can be ob- 
tained from a single crystal. 


Paravox Hearing Aid, 
Model D “Top-Twin-Tone”’ 


DeVilbiss Powder Blowers, Models 38 and 119 

Manufacturer: The DeVilbiss Company, Atomizer Division, 
P.O. Box 552, Somerset, Pa. 

The DeVilbiss Powder Blowers, 
Models 38 and 119, are devices 
recommended for use in the ad- 
ministration of penicillin and sim- 
ilar medicaments in dust form. 
Model 38, pocket size, is the 
smaller. It weighs 57 gm. (2 072.) 
unpacked and 71 gm. (2% oz.) 
packed. Model 119 weighs 85 gm. 
(3 oz.) unpacked and 142 gm. (5 
oz.) packed. 

Evidence indicating that these 
devices were satisfactory in con- 
struction and operation was ob- 
tained from sources acceptable to 
the Council. 


Model 38 


Model 119 
DeVilbiss Powder Blowers 


Cosmo Infra-Red Lamp +910 


Manufacturer: Cosmo Sun Ray Products Company, Inc., 401 
Lafayette St.. New York 3. 

The Cosmo Infra-Red Lamp #910 is a device for applying 
radiant heat. The heating unit consists of a coil of nichrome 
wire embedded in a cylindrical mass of refractory material. 
This is mounted in a roughly parabolic reflector on an upright 
stand. The stand is provided with casters so that it can be moved 
about on the floor. The fastenings permit adjustments of the 
height and direction of the lamp. The manufacturer states that 
the lamp has been constructed according to specification 7-124- 
100 of the United States Armed Services’ Medical Procure- 
ment Agency and has been accepted by the Underwriters’ 
Laboratories. 

The aluminum reflector is 35 cm. (14 in.) in diameter, and 
the lamp housing can be raised to a height 152 cm. (5 ft.) above 
the floor. The heating unit may be operated on either direct or 
alternating current at 110 to 120 volts and it draws 600 watts. 

From acceptable sources the Council obtained evidence indi- 
cating that the device was sound in construction and effective 
in Operation. 
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FUNGUS INFECTIONS COMPLICATING 
ANTIBIOTIC THERAPY 


Weinstein ' reported in 1947 five cases in which, during 
the course of specific antibiotic therapy, there developed 
new infections due to organisms that were not susceptible 
to the agent being used for the primary disease. It ap- 
peared that when one group of organisms is suppressed 
others that are present may multiply more rapidly, in- 
vade tissue, and cause a superinfection. Harris,* in 1950, 
reported on 91 female patients and 44 male patients 
treated with aureomycin and/or chloramphenicol for 
chronic brucellosis. These antibiotics, while effective in 
accomplishing a cure of brucellosis, produced in a large 
percentage of female patients and in a much smaller per- 
centage of male patients side-effects of a type and severity 
not previously reported. Nausea, vomiting, epigastric 
distress, heartburn, and diarrhea occurred in 60.7% of 
the female patients and in 19.3 of the male patients. 
The frequency and the severity of gastrointestinal symp- 
toms were greater with aureomycin therapy than with 
chloramphenicol. In one-half the patients taking from 2 
to 4 gm. of either antibiotic daily the stools became odor- 
less, but normal odor returned soon after medication was 
stopped. Lesions of the mucous membranes of the mouth, 
pharynx, cheeks, lips, and tongue were noted. In all of 
the 24 female patients with oral lesions there was an 
accompanying vaginitis and vulval and anal irritation. 
Candida albicans was identified in culture in all of the 
patients with perianal, vulval, and vaginal irritation fol- 
lowing treatment with aureomycin. Harris expressed the 
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opinion that C. albicans may multiply at an increased 
rate and perhaps even gain virulence following destruc- 
tion of the intestinal flora by the action of aureomycin or 
chloramphenicol. There is also the possibility that viru- 
lent strains of C. albicans may grow strains capable of 
invading the more vital tissues. 

Woods and his co-workers * observed 25 cases of 
moniliasis developing as a result of administration of pen- 
icillin, aureomycin, or chloramphenicol. The presence of 
Monilia was confirmed by culture. The patients had sore 
mouth, hairy tongue, thrush, or persistent diarrhea. In 
the patients with diarrhea, Candida was found growing 
abundantly in the stools. The authors felt that there was 
a causal relationship between the use of antibiotics and 
the appearance of monilial complications in these pa- 
tients. In vitro studies by the same authors failed, how- 
ever, to show that the rate of growth of four strains of 
Candida was either stimulated or suppressed by the 
antibiotics. They suggested that suppression of the bac- 
terial flora that coexist with Candida and compete for 
nutrition in the same substrate was the probable cause of 
monilial overgrowth and host infection. Tomaszewski ! 
studied 126 patients treated with chloramphenicol and 
iureomycin for side-effects. These were more pronounced 
in women than in men and developed more rapidly in 
patients previously treated with penicillin or strepto- 
mycin. Scrapings of the tongue showed in most of the 
cases a rapid disappearance of the normal bacterial flora 
and the establishment of a fungus flora usually composed 
of C, albicans. 

In April, 1951, the Council on Pharmacy and Chem- 
istry ° of the American Medical Association requested 
that a warning statement be added to the labeling of 
aureomycin hydrochloride, chloramphenicol, and terra- 
mycin hydrochloride. The warning was to the effect that, 
while these antibiotics are highly bacteriostatic for many 
bacteria, they may cause suppression of susceptible bac- 
teria and thus encourage the replacement by Monilia and 
other yeast-like organisms of the normal or abnormal 
bacterial flora. Although most of the infections caused 
were of little consequence, infrequent serious complica- 
tions of moniliasis are reported. Thus, Obiath and his 
co-workers " reported six instances of pulmonary monili- 
asis. Zimmerman * described three cases of endocarditis 
in Which on post mortem the causative organism in one 
case was found to be Candida and in the other two Asper- 
gillus. Gausewitz * reported a unique case of C. albicans 
infection resulting in a chronic fatal illness in a 10-year- 
old boy. The prominent lesions were found in the myo- 
cardium, lungs, kidneys, and the thyroid. 

Lipnik and his co-workers * felt that the diagnosis of 
complicating moniliasis in many of the reports was prob- 
ably not justified. They point out that C. albicans is an 
endogenous organism that occurs In many persons as 
part of the normal respiratory and gastrointestinal flora. 
The isolation of the organism in striking quantities is a 
prominent finding in the great majority of those ingesting 
antibiotics whether or not there are symptoms or reac- 
tions of any kind. They emphasize that the overwhelming 
majority of such persons do not have moniliasis. The in 
vitro experiments performed by them demonstrated that 
none of the crystalline antibiotics showed any stimulatory 
effects on C. albicans. They tound that in vitro enhance- 


V 14! 


4 


Vol. 149, No. 8 


ment of the growth of C. albicans by material obtained 
from aureomycin capsules was due to the inert phosphate 
content of such capsules. 

Kligman ‘” stresses that, while the side-reactions to the 
antibiotics may be associated with moniliasis, they may 
also be expressions of various diseases, such as vitamin 
deficiency states, allergic reactions, bacterial and viral 
infections, and primary irritation. He insists that isolation 
of the organism is not always diagnostically decisive nor 
is the favorable response to iodide therapy per se diag- 
nostic. 

The occurrence of moniliasis as a complication 
of antibiotic therapy has been definitely established. 
Whether the avoidance of these reactions will be accom- 
plished by the utilization of drugs that inhibit the growth 
of Monilia and yeast-like organisms or by addition of 
certain vitamins remains to be investigated. McVay and 
Sprunt '' have demonstrated both by in vitro and by in 
Vivo experiments that esters of parahydroxybenzoic acid 
possess a definite inhibitory effect on five strains of yeast. 


PATHOGENESIS OF ACUTE RENAL FAILURE 
FOLLOWING INJURY 


In the past decade clinical and experimental interest 
has developed in the renal syndrome known as “necro- 
tizing nephrosis,” “crush syndrome,” “lower nephron 
nephrosis,” or “hemoglobinuric nephrosis,” which may 
follow clinical disturbances of widely varied origin, such 
as traumatic injuries, transfusion accidents, and drug 
poisoning. The clinical picture, while partly modified by 
the etiological factors, is essentially that of a rapidly de- 
veloping renal insufficiency. The predominant patho- 
logical findings include tubular necrosis and obstruction 
of the tubules with heme pigment, cellular debris, or drug 
crystals. The lesions have been variously ascribed to 
toxic degradation products of hemoglobin or myohemo- 
globin, to proteolytic enzymes liberated by crushed 
tissue, and to local renal ischemia consequent to the cir- 
culatory disturbances of shock. The functional disturb- 
ances have been attributed to back diffusion due to 
structural or functional damage to the tubular wall, to 
interference to flow through the tubules by cellular and 
other debris, or to decreased filtration due to renal 
ischemia. 

Difficulties have arisen in attempts to determine the 
pathogenesis and to correlate the clinical and functional 
aspects of the syndrome with the structural alterations in 
the tubule owing to the rather firmly entrenched notion 
that these lesions were confined to the distal portion of 
the nephron. A stimulating approach to these problems 
has recently been offered by Oliver, MacDowell, and 
Tracy.' Using an ingenious microdissection technique 
that permits inspection of the nephron in its entirety, 
these investigators have shown that in acute renal failure 
two distinct types of tubular injury are encountered in 
varying proportions, depending on the origin of the clin- 
ical insult. The first type, nephrotoxic necrosis, is the 
predominant lesion in renal failure following the injec- 
tion of toxic substances excreted by the kidney, such as 
uranium or mercury bichloride. Structural changes are 
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limited to the proximal tubule and consist of varying de- 
grees of damage to the epithelial cells without disruption 
of the basement membrane. Both kidneys are equally at- 
fected, and all nephrons are involved. The picture is thus 
consistent with what one would expect to find when a 
foreign toxic substance is filtered through the glomerulus 
and absorbed by the cells of the proximal convoluted 
tubules, where the intracellular concentration leads to 
death of the cells. The basement membrane and the cells 
of the distal portion of the nephron, being functionless 
in regard to the toxic substance, are not affected. The 
second type of lesion, designated by Oliver and his asso- 
ciates as tubulorrhexis, is the predominant lesion in acute 
renal failure following crushing injuries or shock. It oc- 
curs at random among the nephrons and in any part of 
a nephron and is characterized by localized destruction of 
the entire tubular wall. In this lesion, the basement mem- 
brane is broken so that the lumen lies open to the inter- 
tubular connective tissue where an inflammatory reac- 
tion may occur. Debris or heme casts may be present in 
the lumen at the site of the break in the basement mem- 
brane but are more frequently seen in areas where the 
tubular epithelium appears perfectly normal. 

Oliver and his associates attributed the tubulorrhexic 
type of lesion to renal ischemia secondary to circulatory 
collapse and have coined the term “ischemuric renal epi- 
sode” to describe the clinical-pathological syndrome of 
renal ischemia and ischuria. They were able to reproduce 
such lesions in animals subjected to trauma or in which 
the renal artery was clamped for short periods of time. 
Following such procedures, a patchy renal ischemia 
could be readily demonstrated by the technique of 
Schlegel,” which involves illumination of the vascular bed 
by fluorescent dyes. They suggest that in this type of 
lesion various factors may contribute to the resultant 
oliguria, such as temporary decreased filtration; back- 
diffusion due to increased permeability of the tubule wall; 
leakage of tubule fluid into the interstitial tissue; inter- 
tubular edema, which by pressure on tubules and vessels 
impedes flow in the tubules and contributes to renal 
ischemia and lessened filtration; oncotic pressure of the 
interstitial fluid; and physical obstruction of the tubule 
lumens by solid matter or by the increased viscosity of the 
urine. In nephrotoxic necrosis the integrity of the base- 
ment membrane permits an orderly regeneration of the 
tubular epithelium. With tubular disruption, however, 
efforts at repair lead to fibrotic scars or markedly de- 
formed nephrons. The scattered distribution of affected 
nephrons, however, may permit eventual recovery of 
normal renal activity by the restitution of those nephrons 
that suffered no significant damage. Since the number of 
nephrons affected is apparently directly related to the 
period of renal ischemia, the sooner the renal blood flow 
is increased the better the chance for ultimate recovery. 


10. Kligman, A. M.: to be published. 

11. McVay, L. V., Jr., and Sprunt, D. H.: A Study of Moniliasis in 
Aureomycin Therapy, Proc. Soc, Exper. Biol. & Med. 78: 759-761 (Dec.) 
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The investigators suggest that the sudden increase in 
diuresis often noted during the stage of recovery may be 
due to increased filtration, possibly on the basis of re- 
laxation of vascular spasm, occurring at a time when 
tubular absorption is still inadequate. 

Oliver and his associates emphasize that acute renal 
failure following either toxic or traumatic injuries is in- 
variably accompanied by disruptive tubular lesions. 
While a purely nephrotoxic lesion is theoretically possi- 
ble with certain poisons, the authors demonstrate by 
animal experiments that circulatory disturbances sec- 
ondary to such complications of the intoxication as 
excitement and depression, dehydration, and electrolyte 
imbalance must always result in focal cortical ischemia 
followed by tubulorrhexis. This would explain the failure 
of dimercaprol (BAL) therapy 
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of trichloroethylene-extracted soybean oil meal as a feed 
for animals used in the production of food for human 
consumption. 


DR. EDWARD J. McCORMICK— 
THE PRESIDENT-ELECT 


The House of Delegates of the American Medical 
Association, at the 101st annual session in Chicago, June 
12, elected Dr. Edward J. McCormick of Toledo, Ohio, 
to the position of President-Elect. Dr. McCormick has 
been a member of the Board of Trustees of the Asso- 
ciation since 1946, is chairman of the Committee on 
Scientific Exhibit, and formerly was chairman of the 
Council on Medical Service and 


in certain specific intoxications 
and in all severe intoxications, 
since this drug would not ob- 
viate or relieve renal ischemia 
and its effects. 

In summarizing their report, 
Oliver, MacDowell, and Tracy 
emphasize the futility of as- 
signing a specific anatomic- 
pathological name to the ab- 
normal kidney in acute renal 
failure, because this failure 1s 
the summation of various struc- 
tural-functional lesions in sev- 
eral million nephrons. How- 
ever, they point out that there 
is an essential unity of patho- 
genesis in acute renal failure 
from widely disparate clinical 
origins, for the important fac- 
tor in determining the course 
and direction of the reaction in 
the kidney to the ill effects of 
traumatic and toxic injury is 
whether the ischemuric episode 
occurs. 


TOXICITY OF TRICHLOROETHYLENE- 
EXTRACTED SOYBEAN OIL MEAL 


Elsewhere in this issue of THE JOURNAL (page 760) 
is a report by the Council on Foods and Nutrition on the 
toxicity of trichloroethylene-extracted soybean oil meal. 
It seems clear that certain lots of this soybean oil meal 
exert a toxic effect on cattle and that the toxic substance 
appears to be transmitted through the bovine placenta. 
The toxic agent has not been identified, and no reliable 
evidence is yet available concerning its accumulation in 
animal tissues or milk. On the basis of information avail- 
able to date it would seem advisable, until it has been 
shown that the toxic element does not accumulate in 
animal tissues or their products, to discontinue the use 


EDWARD J. McCormick. M.D. 


PRESIDENT-ELECT OF THE AMERICAN MEDICAL ASSOCIATION 


a member of the House of 
Delegates. He was born in Al- 
ger, Mich., Sept. 25, 1891, re- 
ceived his B.A. and M.A. de- 
grees at St. John’s University 
in Toledo and his M.D. at St. 
Louis University, then did 
graduate work in Chicago, 
New York, and in Europe. He 
interned and was house sur- 
geon at St. Vincent’s Hospital 
in Toledo, and since 1920 has 
been surgeon. He was chief-of- 
staff from 1939 to 1949 and 
has been president of the ad- 
visory board since 1947. Dr. 
McCormick was formerly at- 
tending surgeon at Mercy Hos- 
pital and since 1924 has been 
on the staff of Maumee Valley 
Hospital, where he has served 
as director of surgery, a mem- 
ber of the executive committee, 
and since 1934 as a member of 
the board of trustees. Formerly 
he was visiting surgeon to the 
Toledo Hospital. For many 
years he has been surgeon to the Wheeling and Lake 
Erie Railway (now the Nickle Plate Road). During 
World War I he served in the U. S. Army Medical Corps, 
being attached to the British Expeditionary Force in 
France; for a time he was on the surgical service at the 
U.S. Army Walter Reed Hospital in Washington, D. C. 
He was for many years a Lieutenant Commander in the 
Naval Reserve and Senior Surgeon in the U. S. Public 
Health Service Reserve. Formerly he was president of 
the Toledo Board of Health and for many years a direc- 
tor of the National Physicians Committee for the Exten- 
sion of Medical Care. 

Dr. McCormick is a diplomate of the American Board 
of Surgery, a fellow of the American College of Surgeons 
and of the International College of Surgeons, a former 
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nresident, councilor, and chairman of the surgical sec- 
tion of the Ohio State Medical Association, a former 
secretary, trustee, and president of the Academy of 
Medicine of Toledo and Lucas County. He is a director 
of the Business and Professional Mens’ Association; 
a member of the Toledo area council, Boy Scouts of 
America, a former chairman of the Court of Honor, 
Toledo area, and a member of the National Council; a 
member of the Toledo Chamber of Commerce, of the 
Military Order of World Wars, the American Legion, 
Phi Beta Pi, Delta Phi Lambda, Alpha Omega Alpha, and 
of the Elks and Lions Clubs. He was on the board of 
directors of the Toledo City Manager League and was a 
member of the Toledo chapter of the American Red 
Cross and of the service committee of the American 
Cancer Committee. Dr. Mc- 
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stitute of the Public Health Service in 1948. He served 
with the Office of Scientific Research and Development. 
In 1916, during World War I, Dr. White was a medical 
officer with Base Hospital No. 22 of the British Expedi- 
tionary Force and from 1917 until 1919 was with the 
American Expeditionary Force in France; in the latter 


year he was also a medical officer with the American 


Red Cross in Greece. He was chairman of the American 
Medical Mission to Czechoslovakia in 1946 and to 
Greece and Italy in 1948. Dr. White is widely sought as 
a teacher and lecturer before medical groups. He de- 
livered the St. Cyres lecture of the National Hospital 
for Diseases of the Heart in London in 1935 on con- 
gestion without myocardial failure, the Alvarez Lec- 
ture before the American Gastroenterology Association 
in 1937 on differential diagno- 


Cormick was awarded the Mil- 
itary Cross in Great Britain in 
1919 after having served at the 
Reading War Hospital. 


PAUL DUDLEY WHITE 
AWARDED DISTIN- 
GUISHED SERVICE 
MEDAL 


At the 10] st annual meeting 
of the American Medical Asso- 
ciation in Chicago, June 9, the 
House of Delegates awarded 
the Distinguished Service 
Medal of the Association to 
Dr. Paul Dudley White of Bos- 
ton, an internationally known 
physician, teacher, and investi- 
gator. Dr. White was born 
June 6, 1886. He received his 
B.A. and M.D. degrees at Har- 
vard University and interned at 
the Massachusetts General Hos- 
pital, where for many years he 
has been a distinguished mem- 
ber of the staff. He was a Harvard traveling fellow in 
Europe in 1913 and 1914, a teaching fellow in medicine 
at Harvard 1915-1920, an instructor from 1920-1933, 
an assistant professor for the next three years, a lecturer 
for the next two years, and in 1946 became clinical pro- 
fessor. During these years he also engaged in medical 
research and practice, especially in the field of heart 
disease. 

He was house physician at the Massachusetts General 
Hospital from 1914 to 1920, associate physician until 
1928, then physician until 1949. He was chairman of the 
committee on cardiovascular diseases of the National 
Research Council from 1940 to 1946, was appointed 
executive director of the National Advisory Heart Coun- 
cil, and also as chief consultant to the National Heart In- 
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AWARDED DISTINGUISHED SERVICE MEDAL 


sis of cardiac and gastrointes- 
tinal disorders, the annual Her- 
mann Biggs Lecture before the 
New York Academy of Med- 
icine in 1940, and the principal 
address at the observance of 
Ether Day at the Massachusetts 
General Hospital in 1936. He 
was elected President of the 
American Heart Association in 
1942, after having served that 
organization also as vice presi- 
dent. He was secretary of the 
Section on Pharmacology and 
Therapeutics of the American 
Medical Association from 1921 
to 1924, chairman, 1924-1925, 
a member of the House of 
Delegates representing that sec- 
tion in 1927, and was chairman 
of a special committee of the 
American Medical Association 
that presented a comprehen- 
sive exhibit on heart disease at 
the Philadelphia session in 
1945. Dr. White has been 
awarded honorary degrees by 
Charles University in Prague, and Athens University and 
Salonika University in Greece. He is a member of the 
Royal Society of Medicine in England, the cardiology 
societies of Great Britain, Ireland, France, Mexico, 
Brazil, Argentina, and Czechoslovakia, of the American 
Association of Physicians, American College of Physi- 
cians, the American Society of Clinical Investigation, 
the American Clinical and Climatologic Association, 
the American Heart Association, the American Medical 
Association, Alpha Omega Alpha, and the Aesculapian 
Club. Dr. White is the author of a textbook on heart dis- 
ease that has gone through several editions, of “Heart 
Disease in General Practice,” of “Electrocardiography 
in Practice” (Ashton Graybiel), and a contributor of 
many articles to medical journals. 
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ORGANIZATION SECTION 


POSTHUMOUS AWARD TO HOWARD BLAKESLEE 


The American Medical Association on June 11, awarded, post- 
humously, a gold medal and citation to Howard W. Blakeslee, 
Associated Press science editor, who died, May 2, at his home 
in Port Washington, L. 1., N. Y. The award was created by the 
Board of Trustees to honor “a distinguished layman who has 
served to advance the ideals of American medicine and who has 
contributed notably to the public welfare.” The first such award 
was made in 1948 to Father Alphonse Mary Schwitalla, who 
served many years as dean of the school of medicine of St. Louis 
University. 

The Board of Trustees nominated Howard Blakeslee for the 
award, and its action was confirmed unanimously by the House 
of Delegates. In nom- 
inating Mr. Blakeslee, 
Dr. Dwight H. Mur- 
ray, chairman of the 
Board of Trustees, 
read a memorial, 
which was in part as 
follows: 

“A science writer of 
fine competence and 
high integrity passed 
from the newspaper 
scene with the sudden 
death on May 2, 19582, 
of Howard Blakeslee, 
72-year-old science 
editor for the Associ- 
ated Press. As a writer, 
he was a friend of the 
American Medical As- 
sociation and the pro- 
fession generally. He 
was loved by doctors 
because, in a long 
newspaper career, 25 
years of which were devoted to science writing, Howard Blakes- 
lee never betrayed a confidence. And, above all, his stories about 
medicine and medical research were accurate. He earned this 
highest tribute that can be paid to a medical science writer. 

“Mr. Blakeslee received many honors for his achievements in 
the field of science reporting, including the Pulitzer Prize for 
Reporting in 1937. Our nation offers no more striking example 
of the hope and promise of this country to an industrious, in- 
telligent youth, bent on a newspaper career, than ts presented in 
the life of this distinguished AP writer. The heritage he left 
among the men of science is an everlasting tribute to his 
memory.” 


Howard Blakeslee 


FEDERAL MEDICAL LEGISLATION 
Special Pay for Military Physicians 


Representatives Rivers of South Carolina and Vinson of 
Georgia have introduced identical bills proposing to amend the 
Career Compensation Act of 1949 to extend the application of 
the special-inducement pay provided thereby to physicians and 
dentists. The bills are H. R. 7976 and H. R. 7995. These bills 
would extend, until June 30, 1953, the presently existing special 
$100 monthly pay for physicians and dentists tn the commis- 
sioned services. The bills are identical with S. 3019, previously 
introduced by Senator Hunt. 


The summary of federal legislation was prepared by the Washington 
Otfice of the American Medical Association and the summary of state 
leo'stat on by the Bureau ot Lega! Medicine and Legislation 


Water Pollution 


Senator McKellar of Tennessee introduced §. 3267, which 
would amend the Water Pollution Control Act to raise the limit 
on the size of the loans that may be made under the act for the 
purpose of assisting local governmental agencies in the construc- 
tion of works for the treatment of sewage and other wastes. The 
present Water Pollution Control Act authorizes $22,500,000 
annually for five years tor loans to local communities for con- 
struction of sewage treatment plants. This proposed amendment 
would alter an existing provision limiting loans to 333% of 
the cost of such facilities, or $250,000, whichever is smaller. 
It would also raise the limitation to 50° and would entirely 
eliminate the $250,000 ceiling. No funds have ever been appro- 
priated for loans under the existing authorization. 


STATE MEDICAL LEGISLATION 
Louisiana 


Bills Introduced.—H. 390, proposes the creation of a commission on 
chronically ill persons to make a thorough investigation and study of the 
extent, nature, and consequences of chronic illness throughout the state 
with a view to the development of additional facilities to the extent 
that the need therefor is indicated. H. 756 and §S. 212 to amend the 
Workmen's Compensation Act, propose to require the employer to furnish 
reasonable medical, surgical and hospital services and medicine not to 
exceed $500 in value unless the employee refuses to allow them to be 
furnished. H. 812 and H. 944 propose to require the vaccination of dogs 
against rabies at least once each year. H. 864, proposes to make it unlaw- 
ful for anyone operating a nursing home to administer, without a doctor's 
prescription, any sleeping potion or medicine or give hypodermic injec- 
tions to any inmate thereof. H. 1009, proposes that certified copies of 
hospital records of state and veterans institutions may be received as 
evidence in court as prima facie proof of the contents thereof. provided 
that the party against whom the record is sought to be used shall have 
the right to summon and examine those making the original of said 
record as witnesses under cross-examination. H. 1154 and S. 194 propose 
to put on a prescription basis the sale and distribution of barbiturates 
and other hypnotic and somnifacient drugs and also central nervous 
system stimulants, such as amphetamine and desoxyephedrine. H. 1176, 
to amend the state income tax law, proposes to authorize taxpayers to 
deduct expenses paid during the taxable year not compensated for by 
insurance or otherwise for medical care of the taxpayer and his spouse or 
his dependents to the extent that such expenses exceed 5 per cent of 
the adjusted gross income. H. 1220 and S. 281 to amend the law relating 
to optometry, propose that no person, firm or corporation shall advertise 
the examination or treatment of the eyes, the furnishing of optometrical 
services, or the furnishing of a lens, lenses, glasses or frames or fittings 
thereof. S. 279, to amend the law relating to the state board of health, 
proposes that five members of the board shall be duly qualified and 
registered physicians. S. 294, proposes to make it unlawful for any 
individual employed by any hospital or sanitarium not operated for 
profit to participate in any strike. 


Michigan 


Bill Introduced.—S. R. 29, proposes the creation of a special committee 
to survey and evaluate the problems involved in providing adequate medi- 
cal service in industrial plants on all shifts with a view to the need for 
furnishing medical assistants in such plants. 


FUTURE MEETINGS OF THE ASSOCIATION 

The 1955 Annual Session of the American Medical Associ- 
ation will be held in Atlantic City, N. J. The 1955 Clinical 
Session will be held in Boston. Specific dates for that meeting, 
however, have not yet been chosen. The Clinical Session is 
usually held early each December. Next December physicians 
attending the 1952 Clinical Session will journey to Denver, 
where plans are already being made for an excellent scientific 
program. In 1953 the Clinical Session will be held in St. Louis, 
and Miami has been named as the site of the 1954 Clinical 
Session. 
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CALIFORNIA 


Conference on Medical Care Administration.—A_ conference 
will be held June 26-27 on the Berkeley campus of the Univer- 
sity of California to consider the need for an instructional 
program in the medical care field, according to Dr. Edward S. 
Rogers, professor of public health and medical administration. 
Dr. Rogers points out that more than 75 million persons in the 
United States, almost half the population, are now covered by 
some form of health insurance, and the number of people 
employed in the administration of these plans is constantly grow- 
ing. The conference hopes to determine whether the field of 
medical care should be recognized and established as a part of 
the university curriculum. Dr. Warren Palmer Dearing, deputy 
surgeon general, United States Public Health Service, will head 
a panel of speakers. 


DISTRICT OF COLUMBIA 
Personal.—Dr. Alfred F. Brigulio has been appointed coordt- 
nator for medical care services by the Office of Civil Defense 
of the Government of the District of Columbia, succeeding the 
late Dr. Oscar B. Hunter Sr. 


Psychiatric Essay Contest.— The Washington Psychiatric Society 
is sponsoring an essay contest for physicians in psychiatric resi- 
dency training in the Washington, D. C., metropolitan area. 
The paper, which may be on any subject in psychiatry or a 
closely related field, must not exceed 6,000 words and must be 
submitted before Feb. 1, 1953. First prize will be a cash award 
of $100. Winners will be invited to present their papers before 
the society. For information, address Dr. Seymour J. Rosenberg, 
Secretary, 3730 Cumberland St., N. W., Washington 16, D.C. 


ILLINOIS 

Scholarship Available.—A scholarship of $1,000 for graduate 
training at the School of Social Service Administration of the 
University of Chicago is being offered by the National Society 
for Crippled Children and Adults and Kappa Delta Phi, pro- 
fessional education fraternity. The scholarship will be granted to 
a qualified student desiring to specialize in the rehabilitation ot 
the crippled. Applicants must hold a bachelor’s degree and have 
completed at least one year of professional education in an 
accredited school of social work. Those who already have 
masters’ degrees but desire additional training in medical social 
work are also eligible. Information may be obtained from the 
National Society for Crippled Children and Adults, 11S. 
LaSalle St., Chicago 3. 


Psychosomatic Unit Opened.—-A 12 bed unit tor the study ot 
children with psychosomatic problems has been opened by the 
University of Hlinois at the Hlinois Neuropsychiatric Institute, 
912 S. Wood St., Chicago. The long-term objective of the pro- 
gram is the study of children with psychosomatic disorders. The 
research is receiving support from the Field Foundation, which 
has granted $26,000 for this study, to be expended over the 
next two years. Drs. Margaret W. Gerard of the department ot 
psychiatry and Julius B. Richmond of the department of pedi- 
atrics will direct the studies. In addition to pediatric and psychi- 
atric personnel, the ward will be staffed by the departments and 
divisions of psychology, nursing, occupational therapy, and 
medical social work, for the development of an interdisciplinary 
approach to the study and care of children. The staff of the 
Institute for Juvenile Research also is cooperating. 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting 


Chicago 

Society Elections.—At a meeting of the Chicago Neurological 
Society May 24 Dr. Harold C. Voris was elected president; 
Dr. Frederick Hiller, vice-president; Dr. Hugh T. Carmichael, 
councilor; and Dr. Leo A. Kaplan, secretary-treasurer. 
At the annual meeting of the Chicago Urological Society April 
24 Dr. Jacob S. Grove was elected president: Dr. Andrew Mc- 
Nally, vice-president; and Dr. Joseph H. Kiefer, secretary- 
treasurer.——Dr. Lowell T. Coggeshall, dean of the Univer- 
sity of Chicago division of biological sciences, was recently 
elected president of the Chicago Society of Internal Medicine 
Dr. William EF. Adams. professor of surgery, will serve as 
president of the Chicago Surgical Society, and Dr. Arlington C. 
Krause, associate professor of ophthalmology, as president of 
the Chicago Orthoptic Society. 


KANSAS 

Dr. Perry Honored.—Dr. Middleton L. Perry of Topeka has 
been honored by the University of Tennessee Medical School, 
his alma mater, for nearly 60 years of medical service. An award 
from the university Was presented to him at a recent meeting of 
the Shawnee County (Kansas) Medical Society. 


State Medical Election.—-At the annual meeting of the Kansas 
Medical Society in Kansas City, April 27 to May 1. Dr. Warren 
F. Bernstorf, Winfield, was elected president: Dr. Lucien R. Pyle, 
Topeka, president-elect: Dr. Murray C. Eddy, Hays, first vice- 
president; Dr. John M. Porter, Concordia, second vice-president; 
Dr. Dale D. Vermillion, Goodland, secretary: Dr. John L. Latti- 
more, Topeka, treasurer; Dr. Laurence S. Nelson, Salina, dele- 
gate to the American Medical Association: and Dr. George F. 
Gseli, Wichita, alternate delegate to the American Medical 
Association. 


MAINE 


Juiy Clinies.— |The Department of Health and Welfare announces 
the tollowing clinics for July. Orthopedic clinics will be held in 
Portland, Maine General Hospital, 9 to Il a. m. July 14; 
Lewiston, Central Maine General Hospital, 9 to 11 a. m., July 
18: Houlton, Aroostook General Hospital, 9 to 11 a. m., July 8; 
and Bangor, Eastern Maine General Hospital, 1:30 to 3:00 p. m., 
July 24. Cardiac clinics will be held in Portland, Maine General 
Hospital, 9 a. m. to 12 noon, every Friday with the exception of 
holidays and in Bangor, Eastern Maine General Hospital, 9 to 
11 a. m., July 25. Pediatric clinics are scheduled for Bangor, 
Eastern Maine General Hospital, 1:30 p. m., July 25; Water- 
ville, Thayer Hospital, 1:30 p. m., July 1: and at Presque Isle, 
Northern Maine Sanatorium, 1:30 p. m., Juiy 23. 

The Division of Mental Health offers psychiatric clinic service 
to children and adults in Portland, Health and Welfare Depart- 
ment, 178 Middle St., every Tuesday: Lewiston, Out-Patient 
Department, Central Maine General Hospital, every Monday; 
Augusta, Bureau of Health, Division of Mental Health, by 
appointment; Waterville, Mansfield Clinic, Thayer Hospital, 
third Wednesday; Bangor, Out-Patient Department, Eastern 
Maine General Hospital, first Wednesday afternoon; and Valen- 
tine School, Union St., first Thursday. Reierrais may be made 
by private physicians, parents, families, school agencies, school 
superintendents, Department of Education, and all divisions 
within the Department of Health and Welfare. Application 
blanks may be obtained trom the main office of the Division of 
Mental Health, State House, Augusta. Patients are seen by ap- 
pointment only. Each child must be accompanied by a parent 
or guardian. Applications should be sent to the Director, Division 
of Mental Health, Department of Health and Weltare, State 
House, Augusta. 
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MARYLAND 


Fifty Years in Practice.—Dr. Alfred Ullman, chief consultant 
in surgery at Sinai Hospital since 1946, is celebrating his 50th 
anniversary in the private practice of surgery. Dr. Ullman, who 
served as surgeon-in-chief of Sinai Hospital from 1928 to 1945, 
founded and endowed its research laboratory. 


Hospital News.—Dr. Isadore A. Siegel, visiting gynecologist and 
attending obstetrician at Sinai Hospital, Baltimore, since 1926, 
assumed his new duties as obstetrician-in-chief on June 1. Dr. 
Siegel is a founder and secretary-treasurer of the Baltimore RH 
Laboratory sponsored by the Obstetrical and Gynecological 
Society of Maryland. He has been health officer of the Maternal 
Hygiene Division of the Baltimore City Health Department since 
1935. He succeeds Dr. Alan F. Guttmacher, who recently re- 
signed to accept the newly created post of full time director of 
obstetrics and gynecology at Mt. Sinai Hospital in New York. 


MINNESOTA 

Society Election.—The Minneapolis Pediatric Society has elected 
Dr. Robert W. Gibbs, president; Dr. Edgar J. Huenekens, honor- 
ary president; Dr. Robert D. Semsch, vice-president; Dr. Sidney 
S. Scherling, secretary; and Dr. Lloyd S. Nelson, treasurer. 


Hospital Dedication.—Dedication and open house were held 
May 25 for the newly completed $750,000 addition to Fairview 
Hospital, Minneapolis. Known as the Central Core Service Area, 
this is the first of three phases of a million dollar expansion 
program planned for completion in early 1953. The new addition 
houses six operating rooms. The area also includes a chapel, a 
large dining room and kitchen, laundry, and storage facilities. 


Personals.— Dr. Owen H. Wangensteen, professor and chairman 
of the department of surgery, University of Minnesota Medical 
School, Minneapolis, gave the annual Ernest E. Irons Nu Sigma 
Nu Lecture at the University of Chicago on “Observations on 
Some Surgical Lesions of the Esophagus,” May 20. Dr. 
Frederick W. Behmler of Morris has been appointed president of 
the State Board of Heaith, succeeding Dr. Ruth F. Boynton of 
Minneapolis. Dr. Behmler, who has been a member of the State 
Board of Health since 1940, has served as health officer in every 
town where he has practiced—Lafayette, Appleton, and Morris. 


MISSOURI 

University News.—Dr. Harry N. Glick, assistant professor of 
clinical otolaryngology, Washington University School of Medi- 
cine, St. Louis, was awarded first prize for his exhibit entitled 
“The Anatomy and Surgery of the Temporal Bone” at the con- 
vention of the Pan-American Congress of Otolaryngology and 
Bronchoesophagology recently held in Havana, Cuba. Dr. 
Jacob G. Probstein, assistant professor of clinical surgery at 
Washington University School of Medicine, recently discussed 
pancreatitis before the International College of Surgeons at its 
meeting in Bordeaux, France, and Madrid, Spain. Dr. Carl 
J. Heifetz, assistant in clinical surgery at Washington University 
School of Medicine, presented a paper on repair of recurrent 
hernias at the Bordeaux session of the International College of 
Surgeons. 


Cooperative Teaching Program.—TIhe Mutual Security Agency 
has made a motion picture of Thai trainees studying medicine 
at Washington University School of Medicine, St. Louis. The 
movie, to be distributed in Thailand, is concerned with the 
Washington University-Thailand medical schools teaching as- 
sistance program established under the Marshall Plan. The film 
was taken in Barnes Hospital, Eye Clinic of McMillan Hospital, 
Washington University Clinics as well as the medical school, and 
included operations, lectures, and laboratories. Of 10 Washing- 
ton University faculty members who went to Bangkok, Thailand, 
in the summer of 1951, 8 are in residence there now, to teach 
and assist in the operation of the medical schools. In the same 
period, 23 of the present or future faculty of Thai medical 
schools have enrolled at Washington University to learn more 
of their specialty, methods of teaching in American schools, and 
practice of medicine in this country. Dr. Robert A. Moore, dean 
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of the medical school, recently returned from Thailand. In one 


of its southern provinces almost everyone has yaws, 60% have 


chronic malaria, and 35-60% have eye infections. Venereal dis- 
ease, leprosy, typhoid, and amebic dysentery are common. 


NEW YORK 

Preceptorships for Fourth Year Students.—Following confer- 
ences with the Albany County Chapter of the American Academy 
of General Practice, Dr. James A. Campbell, dean, and the 
committee on instruction of the Albany Medical College an- 
nounce the establishment of elective preceptorships for fourth 
year medical students beginning July 1. 


Society Election.—At the annual meeting of the Central New 
York Association of Gynecologists and Obstetricians May 20, 
Dr. Michael J. Elwood, Syracuse, was elected president; Dr. 
Merton C. Hatch, Syracuse, vice-president: Dr. Vincent J. 
Hemmer, Syracuse, secretary; and Dr. Roderick A. McLean, 
Syracuse, treasurer. 


Loan Fund for Students.—Chas. Pfizer & Co., Inc., has estab- 
lished a $1,000 loan fund for medical students at the State 
University College of Medicine at Syracuse. This new program 
supplements the Pfizer Medical Student Programs for junior and 
senior medical students and is intended for freshman and 
sophomore students. Eligibility depends on scholastic merit and 
need of financial aid. 


New York City 

Chemotherapy Ward for Cancer Study.—A 42 bed chemo- 
therapy ward has been opened at James Ewing Hospital. Clinical 
Studies in the ward will be made in conjunction with laboratory 
studies conducted at Sloan-Kettering Institute of the Memorial 
Center for Cancer and Allied Diseases. All clinical trials in the 
ward will be conducted on a voluntary basis, with patients 
selected having far-advanced cases that would not benefit by any 
other therapy. Studies will include cancers of the blood-forming 
organs, lungs, colon, and stomach. The work will be under the 
direction of the chemotherapy service of the Memorial Center. 
Senior members of the service, in addition to members of the 
medical and surgical staff of the center, will make up the pro- 
fessional staff, and 10 physicians who will receive chemotherapy 
fellowships will be assigned to the ward. 


Personals.—Dr. Edmund P. Fowler was guest of honor of the 
American Otological Society at its annual meeting in Toronto. 
At the banquet he was presented with the scroll and certificate 
of award of merit and the monetary prize. Dr. J. Burns 
Amberson Jr. was recently awarded the Trudeau Medal given 
annually by the National Tuberculosis Association for “the 
most meritorious contribution on the cause, prevention or treat- 
ment of tuberculosis.” Dr. Amberson is spending a month by 
invitation of the staff at the Brompton Hospital for Diseases of 
the Chest, London, before attending meetings of the Association 
of Physicians of Great Britain and Ireland in Sheffield, England, 
of the British Tuberculosis Association in Cambridge, and the 
British Thoracic Association in Cardiff, Wales. 


TEXAS 

Universities Receive Gifts —The University of Texas Medical 
Branch, Galveston, has received a large sum from the estate of 
the late Andrew Cyrus McLaughlin, Los Angeles, for the study 
of infection and immunity. Mr. McLaughlin was the son of the 
late Dr. James Wharton McLaughlin, professor of medicine at 
the university from 1897 to 1905. Baylor University College 
of Medicine, Houston, will receive income of about $200,000 
a year under terms of the will of the late Mrs. Helene Crosby 
Simmons. This bequest gives Baylor half interest in oil-producing 
properties in Texas and Louisiana. Dr. Herman W. Johnson, 
president of the Baylor Medical Foundation, has announced the 
establishment of the Walter H. and Freda Moursund Endow- 
ment Fund at Baylor University School of Medicine, Houston. 
The endowment honors Dr. Walter H. Moursund, dean since 
1920. 
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WEST VIRGINIA 


Plans for State Health Center.—West Virginia University has 
retained architects and consultants for the initial buildings of the 
state health center to be erected on a 145 acre site less than a 
mile from the campus at Morgantown. A medical school of the 
size contemplated calls for a teaching hospital of about 600 
beds; it is planned to construct first only a hospital wing of 
200 beds. The cost of the basic science building, classrooms, and 
laboratories for instruction in medicine, dentistry, and nursing 
is estimated at $4,000,000, and the heating plant and associated 
equipment at about $1,000,000. The completed hospital, at 
present prices, may cost $12,000,000. 


WISCONSIN 


Dr. Eyster Retires.—Dr. John A. E. Eyster, chairman of the 
department of physiology of the University of Wisconsin Medi- 
cal School, Madison, has retired after 41 years’ affiliation with 
the department. His current research has to do with electric 
characteristics of injuries to heart muscle. He expects to con- 
tinue his investigations and to do much of his work in the 
university laboratory. 


Academy of Medicine Essay Contests.—The Milwaukee 
Academy of Medicine is again sponsoring two essay contests. 
In the Horace Manchester Brown Memorial contest, the academy 
offers prizes of $100 and $50 for the two best scientific essays 
in any field of medicine, surgery, or the allied specialties. The 
essays should represent individual work and must not have been 
previously published. The contest is open to all physicians who 
have been graduated from medical school within the past 10 
years and who are residing in the State of Wisconsin or who 
are in the armed forces. 

Prizes of $200 and $100 will be offered in the Rogers Me- 
morial Prize Essay contest for the two most meritorious studies 
in the fields of neurology, psychiatry, and psychosomatic medi- 
cine. The contest is open to all members of the medical pro- 
fession who are citizens of Wisconsin. 

In both contests, all papers must be submitted in triplicate, 
double spaced. They should be sent to the office of the Mil- 
waukee Academy of Medicine, 561 N. Fifteenth St., Milwaukee 
3, not later than Dec. 1. The committee reserves the right to 
withhold the awarding of prizes if in its judgment no papers 
worthy of award have been submitted. 


GENERAL 

Scandinavian Feliowships.—Ten fellowships for graduate study 
in Denmark, Norway, and Sweden are being offered for 1952- 
1953 by the American Scandinavian Foundation, 127 E. 73 St., 
New York 21. Interested students should apply to the foundation 
as soon as possible. 


Psychiatric Papers.—The Southern Psychiatric Association, 
which will hold its next meeting in White Sulphur Springs, W. 
Va., Nov. 2-5, invites fellows of the association who wish to offer 
papers to communicate with Dr. Newdigate M. Owensby, secre- 
tary of the association, 384 Peachtree St., N. E., Atlanta 3, at 
the earliest possible date. 


Gastroenterological Award.—The National Gastroenterological 
Association has announced a prize award contest for the best 
unpublished contribution on gastroenterology or allied subjects. 
The award will be $100 with a certificate of merit. Papers should 
be limited to 5,000 words, typewritten, and submitted with an 
entry letter in quintuplicate, to be received not later than Sept. 
21. All entries should be addressed to the National Gastro- 
enterological Association, 1819 Broadway, New York 23. 


Orthopedic Appliance Research.—The president of the Mellon 
Institute in Pittsburgh announces that the Multiple Fellowship 
on Orthopedic Appliances, sustained there by grants from the 
Sarah Mellon Scaife Foundation, will begin its sixth year on a 
broadened research and development program. Heretofore atten- 
tion has been directed largely at the design and manufacturing 
problems of leg, arm, and back braces. Recently study of other 
kinds of mechanical aids for crippled and handicapped persons 
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and of improvements in the instrument armamentarium of the 
orthopedic surgeon has been added to the program. For effective 
guidance of the fellowship’s investigational and developmental 
projects, a medical advisory committee has been set up. 


Industrial Survey on Chronic Hlness—A_ nation-wide survey 
studying the effect of prolonged illness on employed persons in 
the United States has been launched by the Research Council 
for Economic Security, 111 West Jackson Boulevard, Chicago. 
Firms representing 20 industries are currently reporting the ill- 
ness experience of more than 100,000 workers. The survey will 
gradually be expanded to cover at least 500,000 employed 
persons in every region throughout the country. It is estimated 
that the survey will require two years to complete. 


Pan-American Medical Women’s Alliance.—Dr. Jessie Laird 
Brodie, Portland, was chosen president-elect of the Pan-Ameri- 
can Medical Women’s Alliance at its recent meeting in Monte- 
video, Uruguay. Dr. Margarita Delgado de Solis Quiroga of 
Mexico City is president for the 1952-1953 biennium, and Dr. 
Brodie will assist her in arranging the 1953 congress, which is 
to be held in the United States. The alliance was founded to 
encourage the interchange of medical knowledge among women 
physicians of the Western Hemisphere. Its special interests are 
medical problems relating to women and children. The first 
Congress of the Alliance was held in Mexico City with delegates 
from Mexico, Cuba, Ecuador, Salvador and the United States. 
Today, there are members also from Brazil, Uruguay, Argentina, 
Paraguay, Chile, Peru, Trinidad, and Panama. 


Conference on Closures of Containers.—The increasing thera- 
peutic importance of official drugs used by parenteral admin- 
istration has emphasized the need for containers of the highest 
quality. To meet this need the U. S. Pharmacopeia and the 
National Formulary 10 years ago set up common, standard 
specifications for the glass of containers for the official prepa- 
rations. No comparable standards have been created, however, 
for the closures of such containers. 

For the purpose of drafting appropriate official specifications 
for closures an open conference is scheduled for 10 a. m., June 
25, at the Pharmacopeia Building, New York, to which all in- 
terested parties are invited. George D. Beal, Ph.D., research 
director of Mellon Institute and chairman of the U. S. P. Sub- 
committee on Cyclic Compounds, will act as chairman of the 
conference. 


Cancer Conference.—The annual Rocky Mountain Cancer Con- 
ference will be held at the Shirley-Savoy Hotel in Denver July 
9-10 under the presidency of Dr. N. Paul Isbell, Denver. It will 
be sponsored by the Colorado State Medical Society and the 
Colorado Division of the American Cancer Society. On Wednes- 
day at 10 a. m. there will be a symposium on postmenopausal 
bleeding, in which Drs. Lauren V. Ackermann, St. Louis, 
Simeon T. Cantril, Seattle, and C. Langdon Parsons, Boston, 
will collaborate. At 12:15 p. m. there will be a roundtable 
luncheon, with Dr. Juan A. del Regato of Colorado Springs 
presiding. 

Guest speakers for the conference will include: Drs. Lauren 
V. Ackermann, St. Louis; Lyon H. Appleby, Vancouver, B. C.; 
Simeon T. Cantril, Seattie; Edward P. Cawley, Charlottesville, 
Va.; Harold W. Dargeon, New York; George R. Meneely, Nash- 
ville, Tenn.; C. Langdon Parsons, Boston; and Cornelius P. 
Rhoads, New York. 


Society Elections.—At the annual meeting of the American 
Association of Immunologists in New York, April 14, John F. 
Enders, Ph.D., Boston, was elected president: Dr. Thomas P. 
Magill, Brooklyn, vice-president; John Y. Sugg, Ph.D., New 
York, secretary-treasurer; and Merrill W. Chase, Ph.D., New 
York, councilor.——At the annual meeting of the American 
Gastroenterological Association, held in Atlantic City May 
2-3, Dr. Albert M. Snell, Palo Alto, Calif., was elected presi- 
dent; Dr. Julian M. Ruffin, Durham, N. C., first vice-president: 
Dr. Dwight L. Wilbur, San Francisco, second vice-president: and 
Dr. H. Marvin Pollard, Ann Arbor, Mich., secretary. At the 
annual meeting of the American Otological Society, Inc., in 
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Toronto, Canada, May 18-19, Dr. Albert C. Furstenberg, Ann 
Arbor, was elected president; Dr. Frederick T. Hill, Waterville, 
Maine, vice-president; Dr. John R. Lindsay, Chicago, secretary- 
treasurer; and Dr. Henry L. Williams, Rochester, Minn., editor- 
librarian. At the annual meeting of the American Academy 
of Tuberculosis Physicians in Chicago, June 7, Dr. Robert G. 
McCorkle, San Antonio, Texas, was elected president; Dr. Ethan 
Allan Brown, Boston, first vice-president; Dr. Zoltan Galambos, 
Chicago, second vice-president; and Dr. Oscar S. Levin, Denver, 
secretary.——At a recent meeting in Cincinnati, Dr. Frederick 
H. Falls of Chicago was elected president of the American Com- 
mittee on Maternal Welfare succeeding Dr. Fred L. Adair of 
Maitland, Fla.. who had been president since the committee 
was incorporated in 1934. Dr. Bayard Carter of Durham, N. C., 
was reelected vice-president, Miss Ann Kirchner, R.N., of Chi- 
cago was chosen secretary, and Dr. Francis Ford, Rochester, 
N. Y., treasurer 


FOREIGN 

Orthopedic Meeting —The joint meeting of the Orthopaedic 
Associations of the English-Speaking World will be held in Lon- 
don, England, June 28 to July 12. Thirty-six papers will be pre- 
sented. On Tuesday at 5 p. m. Sir Charles Max Page of London 
will deliver the Robert Jones Lecture on “Impact of War in 
Surgical Practice,” and on Thursday afternoon at 5, Dr. Leo 
Mayer of New York will deliver the Moynihan Lecture on “De- 
velopment of Tendon Surgery.” 

Presidents of the American, British, Canadian, Australian, 
South African, and New Zealand orthopedic associations will 
preside at the various sessions. An elaborate social program 
has been planned. 


Congress of Dermatology.—The tenth International Congress 
of Dermatology will be held in London, England, July 21-26 
under the presidency of Sir Archibald Gray. On Monday there 
will be a symposium on “The Pathogenesis of Eczema,” on 
Tuesday, “ACTH and Cortisone: Effects on the Skin and Skin 
Diseases,” and on Wednesday, “The Treatment of Tuberculosis 
of the Skin and Allied Conditions.” Clinical cases will be demon- 
strated on Wednesday and Thursday afternoons at the Queen 
Alexandra Military Hospital, Millbank, London, S. W. 1. The 
Medical Exhibition will be open at Bedford College throughout 
the week, the exhibits consisting of moulages, pathological speci- 
mens, photographs, and books and objects of historical interest. 
Correspondence should be directed to Dr. Gordon B. Mitchell- 
Heggs, Secretary-General, Institute of Dermatology, University 
of London, St. John’s Hospital for Diseases of the Skin, Lisle 
Street, Leicester Square, London, W. C. 2. 


Medical Women’s Council to Meet in France.—The council 
meeting of the Medical Women’s International Association will 
be held in Vichy, France, Sept. 12-16. Papers to be presented 
include: 

Ovarian Tumors, Dr, Gauthier-Villars. 

Liver Insufficiency, Dr. Chevrel. 

Biopsy in Liver Disease, Dr. Lamotte-Barillon. 

Treatment of Cancer of the Cervix, Dr. Laborde. 


There will be further reports on medical aspects of house- 
work assembled from questionnaires sent to housewives in many 
countries. Reservations for the International tour planned in 
connection with the council meeting may be made through the 
Business Manager, Room 210, 2 Lexington Ave., New York 10. 


CORRECTION 

Motion Picture—Anorectal Divulsion Versus Pectenotomy.—In 
the section on Medical Motion Pictures in THE JOURNAL, May 
24, 1952, page 395, the word “craniotomy” in the 10th line from 
the bottom of the first review should have been “cryptotomy.” 


Congenital Methemoglobinemia. — Dr. Benjamin M. Gasul, 
senior author of the article by this title, in THe JouRNAL, May 17, 
1952, requests the following correction beginning in line 21 on 
page 259: instead of “An arterial blood sample was examined 
by Dr. James Campbell of the Presbyterian Hospital, and . . .,” 


this should read “A venous blood sample was examined. . . .” 


J.A.M.A., June 21, 1952 


MEETINGS 


AMERICAN HEARING Socrety, Chicago, June 28. Mrs. Francis E. Lee, 817 
14th St. N.W., Washington 5, D. C., Secretary. 

AMERICAN ORTHOPEDIC ASSOCIATION, London, England, June 30-July 4. 
Dr. C. Leslie Mitchell, Henry Ford Hospital, Detroit 2, Secretary. 

AMERICAN UROLOGICAL ASSOCIATION, Chalfonte-Haddon Hall, Atlantic 
Citv, N. J... June 23-26. Dr. Charles H. deT. Shivers, Boardwalk 
National Arcade Bldg., Atiantic City, N. J., Secretary. 

AMERICAN VETERINARY MEDICAL ASSOCIATION, Ambassador Hotel. Atlantic 
City, N. J., June 23-26. Dr. J. C. Hardenbergh, 600 South Michigan 
Ave., Chicago 5, Executive Secretary. 

*Maine MEDICAL Samoset Hotel, Rockland, June 22-24. Mr. 
W. Mavo Payson, 142 High Strect, Portland 3, Executive Secretary. 
Mepicat Liprary Association, Lake Placid Club, Lake Placid, N. Y,, 
June 24-27. Miss Caroline Riechers, 1758 West Harrison St., Chicago 12, 

Secretary. 

Nationa Mepicat Association, Chicago, Aug. 11-15. Dr. John T. 
Givens, 1108 Church St., Norfolk 10, Va., General Secretary. 

Post GRADUATE MepIcaL ASSEMBLY OF SOUTH TEXAS, Shamrock Hotel, 
Houston, July 21-23. Dr. C. A. Dwyer, 229 Medical Arts Bidg., Howus- 
ton, Secretary. 

Rocky MOuNTAIN RADIOLOGICAL Society, Denver, Aug. 7-9. Dr. Maarice 
D. Frazer, 1037 Stuart Bldg., Lincoln, Neb., Secretary. 

Upper PENINSULA MepicaL Society, Country Club, Iron Mountain, Mich., 
June 27-28. Dr. E. Theodore Palm, 412 Superior Ave., Crystal Falls, 
Mich., Secretary. 

WEST VIRGINIA STATE MEDICAL ASSOCIATION, The Greenbrier, White Sul- 
phur Springs, July 24-26. Mr. Charles Lively, P. O. Box 1031, Charles- 
ton, Executive Secretary. 


INTERNATIONAL 

AUSTRALASIAN MepicaL ConGress, Melbourne Victoria, Australia, Aug. 
22-30. Dr. C. H. Dickson, Medical Society Hall, 426 Albert St., East 
Melbourne, Victoria, Australia, General Secretary. 

COMMONWEALTH AND EMPIRE HEALTH AND TUBERCULOSIS CONFERENCE, 
Central Hall, London, England, July 8-13. Dr. J. H. Harley Williams, 
Tavistock House North, Tavistock Sq., London, W.C.1, England, Sec- 
retary General. 

CONGRESS OF THE INTERNATIONAL DIABETES FEDERATION, Leyden, Nether- 
lands, July 7-12. Dr. F. Gerritzen, 33, Prinsegracht, The Hague, Nether- 
lands, Secretary. 

EUROPEAN CONGRESS OF CARDIOLOGY. University of London, Bloomsbury, 
W.C.1, England, Sept. 10-12. Dr. K. Shirley Smith, 35 Wimpole St., 
London, W.1, England, Secretary. 

EvuROPEAN SoOctrety OF CARDIOVASCULAR SURGERY, Strasbourg, France, Oct. 
3-4. Sir James Learmonth, Department of Surgery, University New 
Buildings, Edinburgh 8, Scotland. 

JNTERAMERICAN CARDIOLOGICAL CONGRESS, Buenos Aires, Argentina, Aug. 
31-Sept. 7. Dr. Blas Moia, Larrea 1132, Buenos Aires, Argentina, 
Secretary-General. 

INTER-AMERICAN CONGRESS OF PUBLIC HEALTH, Havana, Cuba, Sept. 27- 
Oct. 1. Pan-American Sanitary Bureau, 2001 Connecticut Ave., Wash- 
ington, D. C. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Mexico City, Mexico, Nov. 2-8, 
Dr. Guido Torres Martinez, Marsella No. 11, Mexico, D.F., Sectetary- 
General. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Paris, France, July 21-27. 
Prof. Jean Courtois, 4, Avenue de l’Observatoire, Paris 6°, France, 
Secretary. 

INTERNATIONAL CONGRESS OF DERMATOLOGY AND SyYPHILOLOGY, London, 
England, July 21-26. Dr. Gordon B. Mitchell-Heggs, 5, Lisle St., 
London, W.C.2, England, General Secretary. 

INTERNATIONAL CONGRESS OF DieETETICS, Royal Tropical Institute, Amster- 
dam, The Netherlands, July 7-11. Miss Diane J. Ten Haaf, Educational 
Bureau of the Nutritional Council, 42 Koninginnegracht, The Hague, 
Netherlands, General Secretary. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Rio de Janeiro, 
Brazil, Aug. 24-30. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 
11, Illinois, Executive Secretary. 

INTERNATIONAL CONGRESS OF HAEMATOLOGY, Mar del Plata, Argentina, 
Sept. 21-26. Dr. Carlos Reussi, Anchorena 1710, Buenos Aires, Argen- 
tina, Secretary. 

INTERNATIONAL CONGRESS OF THE HISTORY OF MEDICINE, Nice-Cannes, 
France, and Monaco, Sept. 8-18. Dr. F. A. Sondervorst, 124 Avenue 
des Allies, Louvain, Belgium, Secretary-General. 

INTERNATIONAL CONGRESS ON HyDAtTID DISEASE, Santiago, Chile, Nov. 21- 
24. Organizing Committee, P. O. Box 9183, Santiago, Chile. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Friends House, London, 
N.W.1, Eng. Sept. 15-18. Sir Harold Boldero, 12 Pall Mall East, 
London, S.W.1, England, Secretary. 

INTERNATIONAL CONGRESS ON Mepicat Recorps, London, England, Sept. 
7-12. Miss Gwen Perkins, 120 C Street S.E., Washington, D. C., Chair- 
man, 

INTEKNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Monte- 
video, Uruguay, March 1-6. Dirreccion General del Servico de Sanitad 
Militar, & de Octubre y Mariano Moreno, Montevideo, Uruguay, 
Secretariat of the Congress. 

INTERNATIONAL CONGRESS ON NEUROPATHOLOGY, Rome, Italy, Sept. 8-13. 
Dr. Armando Ferraro, 722 W. 168th St., New York, N. Y., U. S. A., 
Secretary General. 
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INTERNATIONAL CONGRESS OF PHysiIcAL Mepicine, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2, 
England, Hon. Secretary. 

INTERNATIONAL CONGRESS OF PHYSIOPATHOLOGY OF ANIMAL REPRODUCTION 
AND ARTIFICIAL INSEMINATION, Copenhagen, Denmark, July 7-10. Prof. 
Ed. Sorensen, The Royal Veterinary and Agricultural College, Biilow- 
svej 13, Copenhagen V, Denmark. 

INTERNATIONAL CONGRESS OF UROLOGY, The Waldorf-Astoria, New York, 
N. Y., U. S. A., Sept. 15-18. Dr. John A. Taylor, 2 East 54th St., New 
York, N. Y., U. S. A., Secretary-General. 

INTERNATIONAL NEUROLOGICAL REUNION, Paris, France, July 8-9. M. Jean 
Sigwald, 68 Boulevard de Courcelles, Paris 17e, France. 

INTERNATIONAL SOCIETY OF GEOGRAPHIC PATHOLOGY, Liége, Belgium, July 
15-18. Dr. Fred C. Roulet, Habelstr. 24, Basel, Switzerland, Secretary 


INTERNATIONAL UNION AGAINST TUBERCULOSIS, Rio de Janeiro, Brazil, 
Aug. 24-27. Prof. Etienne Bernard, 66 Bivd. St. Michel, Paris 6e, France, 
Secretary-General. 

NEURORADIOLOGIC SYMPOSIUM, Stockholm, Sweden, Sept. 17-20. Docent 
Ake Lindbom, Symposium Neuroradiologicum, Serafimerlasarettet, Stock: 
holm K., Sweden, Secretary. ; 

Wor.LD FEDERATION OF MENTAL HEALTH, Brussels, Belgium, Aug. 25- 
Sept. 1. 

Wortp MevicaLt Association, Athens, Greece, Oct. 12-16. Dr. Louis H. 
Bauer, 2 East 103d St., New York 29, N. Y., Secretary General 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 24-26, 1952. Sec., Dr. D. G. 
Gill, 537 Dexter Ave., Montgomery 4. 

ALASKA:* Examination, Juneau. On application in other towns where 
there are board members. Reciprocity. On application. Sec., Dr. W. M. 
Whitehead, Box 140, Juneau. 

ARIZONA:* Examination. Phoenix, July 15-17. Reciprocity. July 19. Sec., 
Dr. J. H. Patterson, 316 W. McDowell St., Phoenix. 

ARKANSAS:* Examination. Regular. Litthe Rock, June 19-20. Sec., Dr. Joe 
Verser, Harrisburg. Homeopathic. Litthe Rock, June 10-11. Sec., Dr. 
Carl S. Bungart, 105 N. 14th St., Fort Smith. Eclectic. Little Rock, June 
§-6. Sec., Dr. Frank C. Smith, 2301 Broadway, Little Rock. 

CALIFORNIA: Written. San Francisco, June 23-26; Los Angeles, Aug. 18-21; 
Sacramento, Oct. 20-23. Application must be received at least two weeks 
prior to date of examination. Oral for Reciprocity Applicants. San Fran- 
cisco, June 21; Los Angeles, Aug. 16; San Francisco, Nov. 8. Applicants 
are requested not to arrange to come to an oral examination until they 
receive notice from the Credentials Committee. Oral and Clinical for 
Foreign Medical School Graduates. San Francisco, June 22; Los Angeles, 
Aug. 17; San Francisco, Nov. 9. Sec., Dr. Frederick N. Scatena, 1020 
N St., Sacramento. 

CoLorapo:* Examination. Denver, June 10-12. Final date for filing appli- 
cation was May 12. Reciprocity. Denver, July 8. Applications accepted 
through June 9. Sec., Dr. Samuel H. Brown, 831 Republic Bidg., 
Denver. 

ConNEcTICUT:* Regular. Examination. Hartford, July 8-9. Sec. to the 
Board, Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo- 
pathic. Derby, July 8-9. Sec., Dr. Donald A. Davis, 38 Elizabeth St., 
Derby. 

Detaware: Dover, July 8-10. Sec., Dr. Joseph S. McDaniel, 229 South 
State St., Dover. 

Fioripa:* Examination. Jacksonville, June 29-July 1. Sec., Dr. Homer L. 
Pearson, 701 Dupont Bldg., Miami. 

GEorGIA: Atlanta, June 10-11. Sec., Mr. R. C. Coleman, 111 State Capitol, 
Atianta 3, 

GuaM: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. Austin W. Matthis, 
Agana. 

Hawau: Examination. Honolulu, July 14-17. Sec., Dr. I. L. Tilden, 1020 
Kapiolani St., Honolulu. 

IDAHO: Boise, July 14-16. Sec., Mr. Armand L. Bird, 395 Sun Bldg., Boise. 

Jintinots: Examination. Chicago, June 24-26 and Oct. 7-9. Supt. of Regis., 
Mr. Charles F. Kervin, Capitol Bldg., Springfield. 

INDIANA: Indianapolis, June 1952. Sec., Dr. Paul R. Tindall, 538 K of P 
Bidg., Indianapolis 4. 

lowa:* Examination. lowa City, June 9-11. Acting Sec., Dr. Walter L. 
Bierring, 1027 Des Moines St., Des Moines 

Maine: Augusta, July 8-9. Sec., Dr. Adam P. Leighton, 192 State St, 
Portland. 

MaryIAND: Examination. Baltimore, June 17-20. Sec., Dr. Lewis P. 
Gundry, 1215 Cathedral St., Baltimore. Homeopathic. Baltimore, June 
17-18. Sec., Dr. John A. Evans, 6029 Bellona Ave., Baltimore. 

MASSACHUSETTS: Boston, July 8-11. Sec., Dr. Robert C. Cochrane, Room 
37, State House, Boston, 

MicHiGAN:* Examination. Ann Arbor and Detroit, June 9-11. Sec., Dr, 

i. E. McIntyre, 100 W. Allegan St., Lansing &. 
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MINNESOTA:* Minneapolis, June 17-19. Sec., Dr. J. F. DuBois, 230 Lowry 
Medical Arts Bldg., St. Paul 2. 

Mississippi: Examination. Jackson, June 23-24. Reciprocity. Jackson, June 
25. Asst. Sec., Dr. R. N. Whitfield, Old Capitol, Jackson. 

Missouri: Examination. St. Louis, June 13-14. Ex. Sec., Mr. John A, 
Hailey, Box 4, State Capitol Bldg., Jefferson City. 

Montana: Helena, Oct. 6-8. Sec., Dr. S. A, Cooney, 214 Power Block, 
Helena. 

NEBRASKA: Examination. Omaha, June 16-18. Director, Mr. Husted K. 
Watson, Bureau of Examining Boards, Room 1009, State Capitol, 
Lincoln. 

Nevapba:* Carson City, Aug. 4. Sec., Dr. George H. Ross, 112 Curry St., 
Carson City. 

New HaAmpsuire: Concord, Sept. 10. Sec., Dr. John S. Wheeler, 107 State 
House, Concord. 

New Jersey: Examination. Trenton, June 17-20. Sec., Dr. E. S. Hallinger. 
28 W. State St., Trenton. 

New York: Albany, Buffalo, New York and Syracuse, June 24-27. Sec., 
Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 

NortH Carona: Written. Raleigh, June 16-19; Reciprocity. Raleigh, 
June 17. Sec., Dr. Joseph J. Combs, 419 Professional Bldg., Raleigh. 
NortH Dakota: Examination. Grand Forks, July 9-11. Reciprocity. Grand 

Forks, July 12. Sec., Dr. C. J. Glaspel, Grafton. 

Onto: Examination. Columbus, June 17-20. Sec., Dr. H. M. Platter, 21 W. 
Broad St., Columbus 15. 

OREGON: * Examination. Portland, July 7-9. Reciprocity. Portland, July 
25-26. Final date for filing application is June 16. Exec. Sec., Mr. 
Howard I. Bobbitt, 609 Failing Bldg., Portland. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 8-10. 
Acting Sec., Mrs. M. G. Steiner, 351 Education Bldg., Harrisburg 

RHODE ISLAND: Examination. Providence, July 2-3. Administrator of 
Professional Regulations, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

SoutH CAROLINA: Examination, Columbia, June 23-24. Sec., Dr. N. B. 
Heyward, 1329 Blanding St., Columbia. 

SoutH Dakota:* Rapid City, July 15. Sec., Dr. C. B. McVay, Yankton 
Clinic, Yankton. 

TENNESSEE:* Examination. Memphis and Nashville, June 11-12. Sec., Dr, 
H. W. Qualls, 1635 Exchange Bldg., Memphis. 

Texas: Fort Worth, June 19-21. Sec., Dr. M. H. Crabb, 1714 Medical Arts 


June 20. Asst. Dir., Mr. Frank E. Lees, 314 State Capitol Bidg., Salt 
Lake City 1. 

VERMONT: Examination. Burlington, June 16-18. Sec., Dr. F. J. Lawliss, 
Richford. 

VIRGINIA: Examination. Richmond, June 12-14. Reciprocity. Richmond, 
June 11. Sec., Dr. K. D. Graves, 631 First St., S.W., Roanoke. 

WASHINGTON:* Seattle, July 14-16. Sec., Department of Licenses, Mr. 
Edward C. Dohm, Olympia. 

West Virginia: Charleston, July 7-9. Sec., Dr. N. H. Dyer, State Office 
Bidg., No. 3, Charleston §. 

WISCONSIN:* Milwaukee, July 8-10. Sec., Dr. A. G. Koehler, 46 Washing- 
ton Bivd., Oshkosh. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ALASKA: Examination. On application. Juneau or other towns in Territory 
as decided by Board. Reciprocity. On application. Sec., Dr. C. Earl 
Albrecht. Box 1931, Juneau. 

ARIZONA: Examination. Tucson, June 17. Sec., Mr. H. D. Rhodes. Uni- 
versity of Arizona, Tucson. 

CoLoraDo: Examination, Denver, Sept. 10-11. Sec., Dr. Esther B. Starks, 
1459 Ogden St., Denver 18. 


CONNECTICUT: Examination. New Haven, June 14. Address: State Board of 
Healing Arts, 110 Whitney Ave., New Haven 10. 

District OF COLUMBIA: Examination. Washington, Oct. 20-21. Sec., Dr. 
Daniel L. Seckinger, 4130 E. Municipal Bldg., Washington. 

lowa: Examination. Des Moines, July 8. Sec., Dr. Ben H. Peterson, Coe 
College, Cedar Rapids. 

MicHIGAN: Examination, Detroit and Ann Arbor, Oct. 10-11. Sec., Mrs. 
Anne Baker, 423 W. Michigan Ave., Lansing. 

NeBRASKA: Examination, Omaha, Oct. 7-8. Director, Bureau of Examining 
Boards, Mr. Husted K. Watson, 1009 State Capito! Bldg., Lincoln. 

Nevapa: Examination. Reno, July 8. Reciprocity. On application. Sec., 
Mr. Frank Richardson, University of Nevada, Reno. 

OrEGON: Examination. Portland, Sept. 6 and Dec. 6. Sec., Dr. Charles 
D. Byrne, State Board of Higher Education, University of Oregon, 
Eugene. 

RHope IstaANp: Examination, Providence, Aug. 13. Administrator of Pro- 
fessional Regulations, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

SoutH Dakota: Vermillion, June 13-14. Sec., Dr. Gregg M. Evans, 
310 E. 18th St., Yankton. 


TENNESSEE: Examination. Memphis, July 2-3. Sec., Dr. O. W. Hyman, 
874 Union Ave., Memphis. 

Texas: Examination. Austin, October. Sec., Brother Raphael Wilson, 407 
Perry-Brooks Blidg., Austin. 

WASHINGTON: Examination. Seattle, July 9-10. Sec., Department of Li- 
censes, Mr. Edward C, Dohm, Olympia. 

WISCONSIN: Examination, Milwaukee, Sept. 13, Sec., Mr. W. H. Barber, 
Ripon College, Ripon. 


* Basic Science Certificate required. 


Bidg.. Fort W orth. 
: 49 Utau: Examination. Sait Lake City, July 9-11. Reciprocity. Salt Lake City, 


Guggenheim, Louis Kaufman # Los Angeles; born in Cincinnati, 
March 3, 1884; Washington University School of Medicine, St. 
Louis, 1905; associate clinical professor of surgery (otology, 
rhinology, and laryngology), University of Southern California 
School of Medicine; formerly assistant professor of otolaryn- 
gology, Washington University School of Medicine, in St. Louis, 
and research associate at the University of California Medical 
Department; an Associate Fellow of the American Medical 
Association; specialist certified by the American Board of 
Otolaryngology; member of the American Academy of 
Ophthalmology and Otolaryngology, American Laryngological, 
Rhinological and Otological Society, and the American Otolog- 
ical Society; fellow of the American College of Surgeons; for- 
merly staff consultant of St. John’s Hospital in Santa Monica, 
staff member of the Los Angeles County General Hospital, Eye 
and Ear Hospital, and the Childrens Hospital; author of “Oto- 
sclerosis,” “Phylogenesis of the Ear,” and “The Embryology of 
the Human Ear,” which is currently being edited for posthumous 
publication; died March 13, aged 68, of dissecting aneurysm of 
the thoracic aorta. 

Mackenzie, George Miner, Cooperstown, N. Y.; born. in 
Lawrenceville, N. J., in 1885; Columbia University College of 
Physicians and Surgeons, New York, 1913; past president of the 
New York State Association of Public Health Laboratories; 
formerly associate professor of medicine at Albany (N. Y.) 
Medical College and at his alma mater; specialist certified by 
the American Board of Internal Medicine; member of the 
Association of American Physicians, American Society for 
Clinical Investigation, American Clinical and Climatological 
Association, American Association of Pathologists and Bacteri- 
ologists, and the Society of American Bacteriologists; fellow of 
the American College of Physicians; served during World War 
I; formerly an associate for the division of laboratories and 
research, New York State Department of Health, and special 
consultant, division of research grants, National Institutes of 
Health, U. S. Public Health Service; retired director, Mary 
Imogene Bassett Hospital, where he had been physician in chief; 
died in Charlottesville, Va., March 25, aged 66, of aneurysm of 
the aorta. 


Sevier, Charles Edwin # Colorado Springs, Colo.; born in 
Brownsville, Tenn., May 23, 1889; Johns Hopkins University 
School of Medicine, Baltimore, 1916; specialist certified by the 
American Board of Orthopaedic Surgery; senior member of 
the American Orthopaedic Association and emeritus member 
of the American Academy of Orthopaedic Surgeons; formerly 
associate professor of surgery (orthopedics) at University of 
Colorado School of Medicine in Denver; served during World 
War |; consultant in orthopedic surgery at Union Printers Home 
and Tuberculosis Sanatorium in Colorado Springs, and the 
National Jewish Hospital in Denver; attending orthopedic sur- 
geon at Children’s Hospital, Presbyterian Hospital, St. Joseph's 
Hospital, St. Luke’s Hospital, and Mercy Hospital in Denver, 
where he died March 8, aged 62, following prostatic resection. 
Barron, Elmer Walter ® North Hanover, Mass.; born in Boston 
Jan. 6, 1877; Harvard Medical School, Boston, 1903; since 1911 
a member of the faculty of Tufts College Medical School, 
where in 1929 he became professor of pediatrics and in 1942 
professor of pediatrics, emeritus; specialist certified by the 
American Board of Pediatrics; member of the American 
Academy of Pediatrics and the New England Pediatric Society, 
of which he had been president; served as head of the department 
of pediatrics in the New England Medical Center with concur- 
rent appointments as physician in chief of the Boston Floating 
Hospital and chief of the Children’s Clinic of the Boston Dis- 
pensary; for many years chief of the pediatric service of the 
Malden (Mass.) Hospital; died in the New England Deaconess 
Hospital in Boston Jan. 20, aged 75, of carcinoma. 


# Indicates Fellow of the American Medical Association. 
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DEATHS 


Stine, George Haeberle ® Colorado Springs, Colo.; born in 
Niagara Falls, N. Y., Sept. 13, 1897; University of Buffalo School 
of Medicine, 1923; specialist certified by the American Board 
of Ophthalmology: member of the American Academy of 
Ophthalmology and Otolaryngology, Association for Research 
in Ophthalmology, and the Iniernational College of Surgeons; 
past president of the Colorado State Ophthalmological Society; 
served during World War I; consultant for diseases of the eye 
to the Myron Stratton Home, the Colorado State School for 
the Deaf and Blind, and the Missouri Pacific Railroad; affiliated 
with St. Francis Hospital, Memorial Hospital, and Glockner- 
Penrose Hospital, where he died April 9, aged 54, of dissecting 
aortic aneurysm. 


Knox, James Halli Mason Jr. # Baltimore; born in 1872; Johns 
Hopkins University School of Medicine, Baltimore, 1898; an 
Associate Fellow of the American Medical Association; special- 
ist certified by the American Board of Pediatrics; member of 
the American Pediatric Society, of which he had been president 
in 1925, American Academy of Pediatrics, and the American 
Public Health Association; associate emeritus in pediatrics at 
his alma mater; served as consultant for the Bureau of Child 
Hygiene, State Department of Health; affiliated with Johns 
Hopkins and Union Memorial hospitals; died recently, aged 79, 
of cerebral thrombosis and arteriosclerosis. 


Pritchard, John Albert, Ogdensburg, N. Y.; born in Brockville, 
Ontario, Canada, in 1879; Queen’s University Faculty of Medi- 
cine, Kingston, Ontario, Canada, 1903; member of the American 
Psychiatric Association and the American Medical Association; 
served with the New York State Department of Mental Hygiene 
from 1903 until his retirement two years ago; at one time super- 
intendent of the Buffalo State Hospital; for many years senior 
director of St. Lawrence State Hospital; died in the Pritchard 
Pavilion, a building named in his honor at the hospital, March 
9, aged 72, of chronic myocardial degeneration and pulmonary 
fibrosis. 


Polowe, David ® Paterson, N. J.; born in New York Feb. 3, 
1893; University of Louisville (Ky.) School of Medicine, 1926; 
certified by the National Board of Medical Examiners; fellow 
of the American College of Surgeons; during World War I chief 
mate on armed merchant ships, and received a letter of com- 
mendation from the then Secretary of the Navy; author of 
“Navigation for Mariners and Aviators”; wrote articles on medi- 
cal, scientific, and maritime subjects, and many poems; affiliated 
with Nathan and Miriam Barnert Memorial Hospital, where 
he died April 3, aged 59, of heart disease. 


Amsberry, Albert Lincoln, Carthage, S. D.; State University of 
lowa College oi Medicine, lowa City, 1893; died in St. Joseph’s 
Hospital, Mitchell, Feb. 18, aged 85, of coronary thrombosis. 


Berry, William Thompson # Birmingham, Ala.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1899; an As- 
sociate Fellow of the American Medical Association; died in 
Mountain Brook, recently, aged 75, of coronary thrombosis. 


Blair, Fred Leroy, Fonda, lowa; State University of lowa College 
of Medicine, lowa City, 1905; died Feb. 26, aged 72, of coronary 
occlusion and diabetes mellitus. 


Church, Gerald Thompson, Syracuse, N. Y.; Syracuse Univer- 
sity College of Medicine, 1927; associate professor of surgery at 
his alma mater; member of the American Medical Association; 
fellow of the American College of Surgeons; at one time a fellow 
in surgery at the Mayo Foundation in Rochester, Minn.; served 
during World War Il; a member of the staffs of the Syracuse 
University Hospital of the Good Shepherd, St. Joseph's Hospital, 
and the Syracuse Free Dispensary; died recently, aged 49, of 
coronary thrombosis. 


Cook, William Casper, Wilkinsburg, Pa.; Chicago Homeopathic 


Medical College, 1890; died recently, aged 84, of arteriosclerotic 
heart disease. 
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Davis, Norman Robert © Grantsville, Md.; Maryland Medical 
College, Baltimore, 1913; past president of the Allegany Garrett 
Counties Medical Society; served during World War I; president 
of First State Bank of Grantsville for many years; examiner for 
the Equitable Life Insurance Company of lowa; died Feb. 11, 
aged 63, of carcinoma of the pancreas. 


Flynn, John Francis, Erie, Pa.; Georgetown University School 
of Medicine, Washington, D. C., 1943; certified by the National 
Board of Medical Examiners; served on the staff of the Corning 
Hospital in Corning; died recently, aged 33, of heart failure and 
acute pulmonary edema. 


Galbreath, Jesse W., Urich, Mo.; College of Physicians and 
Surgeons, Keokuk, lowa, 1892; died in Clinton Feb. 13, aged 84, 
of coronary occlusion. 


Galvin, Robert John # Oelwein, lowa; St. Louis University 
School of Medicine, 1924; served during World War 1; on the 
staff of the Mercy Hospital; died Feb. 15, aged 53, of coronary 
occlusion, 


Haskell, A. Dair ® Alexandria, Minn.; University of Minnesota 
College of Medicine and Surgery, Minneapolis, 1900; served as 
mayor; affiliated with St. Luke’s Hospital; died recently, aged 
74, of pneumonia, following influenza and Parkinson’s disease. 


Haywood, George William, Lynn, Mass.; Boston University 
School of Medicine, 1890; formerly president of the city council; 
for many years on the staff of the Union Hospital; died March 
18, aged 83, of cerebral hemorrhage. 


Jarvis, Fred Jackson ® Oskaloosa, lowa; State University of 
towa College of Medicine, lowa City, 1901; died in Mercy 
Hospital, lowa City, recently, aged 77, of cerebral hemorrhage. 


Kackley, Owen Roy, Galion, Ohio; Starling-Ohio Medical Col- 
lege, Columbus, 1914; past president and secretary-treasurer of 
the Crawford County Medical Society; county coroner and city 
health commissioner; served during World War I; affiliated with 
Galion City Hospital, where he had been chief of staff and where 
he died Jan. 26, aged 63, of coronary thrombosis. 


Martin, Ernest R., Newport News, Va.; Medical College of 
Virginia, Richmond, 1899; member of the American Medical 
Association: died recently, aged 74, of congestive heart disease. 


Meredith, Guy Irving ® Joplin, Mo.; Jefferson Medical College 
of Philadelphia, 1923; died Feb. 18, aged 56. 


Moon, Arthur Ernest Jr., Temple, Texas; Southwestern Medical 
School, Dallas, 1947: member of the American Medical Associ- 
ation; affiliated with Scott and White Clinic, and the Gulf, 
Colorado, and Santa Fe Hospital; died recently, aged 28, of 
injuries received in an automobile accident. 


Morrill, Gordon Niles, Rancho Santa Fe, Calif.; Harvard Medi- 
cal School, Boston, 1905; served with the U. S. Public Health 
Service; fellow of the American College of Surgeons; died in 
La Jolla Feb. 13, aged 73. 


Mottek, Felix ® Cleveland; Schlesische-Friedrich-Wilhelms- 
Universitat Medizinische Fakultat, Breslau, Prussia, Germany, 
1917; served during World War I; died Feb. 22, aged 62. 


Piper, Lawrence Philip, Chicago; Northwestern University Medi- 
cal School, Chicago, 1906; served during World War I; died 
in Veterans Administration Hospital in Hines, Ill, April 18, 
aged 68, of bronchogenic carcinoma. 

Schaefer, Arthur Albert ® Milwaukee; Harvard Medical School, 
Boston, 1928; associate clinical professor of surgery at Marquette 
University School of Medicine; specialist certified by the Ameri- 
can Board of Surgery; member of the Western Surgical Asso- 
ciation; fellow of the American College of Surgeons; affiliated 
with Columbia and Milwaukee Children’s hospitals; died March 
5, aged 49, of coronary sclerosis. 

Scherer, Otto, Detroit; Detroit College of Medicine, 1890; died 
March 24, aged 86. 

Schmidt, Rudolph Englebert, Portland, Ore.; Williamette Uni- 
versity Medical Department, Salem, 1905; died Feb. 16, aged 68. 
Snow, Henry Oscar, Tampa, Fla.; Atlanta College of Physicians 
and Surgeons, 1900; member of the American Medical Associ- 
_ation; died Feb. 18, aged 75, of cardiorenal disease. 


Steck, Otto Edward, Bellville, Texas; University of Louisville 
(Ky.) Medical Department, 1900; president of Austin County 
Medical Society in 1937 and secretary of Austin-Waller Counties 
Medical Society from 1938 to 1942; for many years local physi- 
cian for the Santa Fe Railroad, county health officer, and city 
health officer; died recently, aged 75, of arteriosclerosis. 


Thompson, Hubert Orion, Tyler, Texas; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1926; died March 7, aged 
53, of coronary infarction. 


Thomson, William Ross ® Miami Beach, Fla.; University of Vir- 
ginia Department of Medicine, Charlottesville, 1896; fellow of 
the American College of Surgeons; served as vice-president of 
the Medical Society of the State of New York: a founder of the 
Wyoming County Community Hospital in Warsaw, N. Y.; on the 
staffs of St. Francis and Mount Sinai hospitals; died in Leroy 
Sanitarium, New York, March 18, aged 80, of uremia and hypo- 
static pneumonia. 


Thornton, Andrew Joseph, San Diego, Calif.; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1910; specialist cer- 
tified by the American Board of Pediatrics: member of the 
American Academy of Pediatrics; past president and secretary 
of the San Diego County Medical Society: served during World 
War I; on the staffs of Mercy and San Diego County General 
hospitals; died March 3, aged 70, of cerebral thrombosis, 
polycythemia vera, arteriosclerosis, and Paget's disease. 


Trutna, Thomas John # Silver Lake, Minn.; University of Minne- 
sota College of Medicine and Surgery, Minneapolis, 1905; served 
during World War I; died Feb. 8, aged 72, of carcinoma of the 
prostate. 


Turek, Alois Edward, St. Louis; St. Louis University School of 
Medicine, 1911; served during World War I; died in Barnes 
Hospital March 25, aged 65, of dissecting aneurysm of the 
aorta. 


Ulrey, John Calvin # St. John, Kan.; Kansas Medical College, 
Medical Department of Washburn College, Topeka, 1906; served 
as county health officer; died in Orlando, Fla., Feb. 24, aged 74, 
of myocardial infarction and coronary sclerosis. 


Upham, Helen Frances # Asbury Park, N. J.; Woman's Medical 
College of Pennsylvania, Philadelphia, 1903; member of the 
American Academy of Ophthalmology and Otolaryngology: 
died Feb. 3, aged 74, of arteriosclerotic cardiovascular disease. 


Van Becelaere, Joseph, San Diego, Calif.; Universite de Lille 
Faculté de Médecine et de Pharmacie, France, 1887; died March 
29, aged 86. 


Vermillion, Earl Leroy * Salina, Kan.; University of Kansas 
School of Medicine, Kansas City, Kan., 1917; past president of 
the Salina County Medical Society; served during World War I; 
died in St. John’s Hospital April 7, aged 56, of coronary 
thrombosis. 


Vincent, John Allen, Lakewood, Ohio; Western Reserve Univer- 
sity Medical Department, Cleveland, 1903; died Feb. 24, aged 
75, of pneumonia. 


Wallace, Edward R., Aurora, Ind.; Pulte Medical College, Home- 
opathic, Cincinnati, 1906; died March 7, aged 75, of cerebral 
hemorrhage and hypertension. 


Wallace, John Elbert Howard, Wyoming, Ohio: Meharry Medi- 
cal College, Nashville, Tenn., 1918; died Feb. 20, aged 56. 


Webb, Harvey Doyle * Bristol, Pa.; Hahnemann Medical Col- 
lege and Hospital of Philadelphia, 1918; president of the board 
of health of Bristol; served during World War I; president of 
the First Federal Savings & Loan Association of Bucks County; 
died April 2, aged 62, ot coronary thrombosis. 


Wood, Merritt, Tekamah, Neb.; Barnes Medical College, St. 
Louis, 1903; member of the American Medical Association; 
died in Veterans Administration Hospital, Omaha, recently, aged 
74, of acute leukemia. 


Worth, Winfield Augustus Jr., Elizabeth City, N. J.; Washington 
University School of Medicine, St. Louis, 1947; member of the 
American Medical Association; died recently, aged 28, of 
melanosarcoma. 
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GOVERNMENT SERVICES 


PUBLIC HEALTH SERVICE 


ARMY 


Medical Meeting in Korea.— At the May medical meeting of the 
X Corps Medical and Dental Society in Korea, Capt. Shirley 
Gage of Delanson, N. Y., discussed her medical experience in 
a hospital in China during the Communists’ rise to power in 
that country. Dr. Gage is now an Army doctor assigned to a 
field hospital in South Korea. Other speakers at this meeting 
included Dr. Steele F. Stewart of Honolulu, orthopedic con- 
sultant to the Surgeon General of the Army. Lieut. Col. Jack T. 
Rush, EUSAK surgical consultant, and Capt. James M. Shannon 
discussed “Cardiac Arrest,” Lieut. Col. Arthur J. Carbonell, “Di- 
vision Medical Service,” Capt. Robert M. Edwards, “Psychiatry 
with the Division.” and Major Ralph W. Flinchbaugh, “Division 
Dental Service.” 


NAVY 


Class in Hospital Administration Graduates.—The thirteenth 
officer class of the Naval School of Hospital Administration, 
Naval Medical Center, Bethesda, Md., graduated June 17. Fol- 
lowing the exercises the graduates departed for newly assigned 
duty stations at Naval Medical Department facilities throughout 
the world. Rear Adm. Lamont Pugh, Surgeon General of the 
Navy, was the principal speaker tor the occasion, 

Ihe school, which was established Aug. 3, 1942, has graduated 
571 officers. While the Naval School of Hospital Administration 
was established primarily for training Medical Service and Hos- 
pital Corps officers of the Navy, officers of the Hospital Ad- 
ministrative branches of the Army and Air Force have been 
graduated from the school. The next class will convene on Sept. 
2, 1952, with an expected enrollment of 40 officers. 


ATOMIC ENERGY COMMISSION 


AEC Will Charge for Radioisotopes Used in Cancer Studies.— 
Beginning July 1, 1952, the Atomic Energy Commission will 
charge 20° of production costs for radioisotopes to be used in 
the study, diagnosis, or treatment of cancer. During the re- 
mainder of the current fiscal year, ending June 30, 1952, the 
AEC will continue its present policy of making radioisotopes 
available for cancer studies and treatment free of charge for 
production costs. More than $1,400,000 worth of radioisotopes 
have been distributed under this program since 1948. Users have 
paid transportation and handling costs, but the cost of produc- 
tion has been borne by the AEC. 

The following table, which includes the isotopes most com- 
monly used in cancer research and therapy, shows the prices 
per millicurie that will be charged for cancer use, in compari- 
son with noncancer use: 


Cancer Use Noncancer Use 
$0.15 $ 0.75 
Radiophosphorus 32 ... a5 0.22 1.10 
0.05 0.24 
Radiocarbon 14 ........ av 7.20 36.00 


To obtain radioisotopes tor 20° of the catalog price, users 
must specify that the material will be used for cancer research, 
diagnosis or therapy. Radioisotopes for use in the synthesis of 
radioisotope-labeled compounds will be distributed at 20% of 
catalog price, provided that the labeled compounds are for can- 
cer research, diagnosis or therapy at the applicant institution, 
and the synthesis is performed in the applicant’s laboratories. 
Private firms which supply labeled compounds to users may ob- 
tain replacements or radiotsotopes irom the commission at 20% 
of catalog prices, provided they show that the original material 
was obtained from the commission or one of its distributors and 
the compound was delivered to a person holding an authoriza- 
tion to receive radioisotopes at 20% of production cost. 


Appoint Another Assistant Surgeon General.—Dr. G. Halsey 
Hunt has been appointed an Assistant Surgeon General of the 
Public Health Service to serve as associate chief of the Bureau 
of Medical Services, which is under the direction of Dr. Jack 
Masur. The Bureau of Medical Services administers most of the 
direct medical care functions of the Public Health Service, man- 
aging its 22 hospitals in major seaport cities and over 100 out- 
patient facilities. The bureau also includes the Division of 
Foreign Quarantine, divisions concerned with medical, hospital, 
dental and nursing resources, and is responsible for the adminis- 
tration of the Hospital Survey and Construction Act. 

Dr. Hunt entered the Public Health Service as a commissioned 
officer in 1936. He is a diplomate of the American Board of 
Surgery. 


Advisory Committee on Foreign Students. The newly-appointed 
Public Health Service advisory committee on foreign students 
and visitors held its first meeting in May. The committee was 
appointed by the Surgeon General to advise the service’s Division 
of International Health, which gives program assistance to 
foreign students and visitors who come here for advanced train- 
ing in medicine and health under federally-sponsored programs 
of technical aid to underdeveloped areas. The new committee 
will give particular attention to the following: orientation of 
students; counseling and guidance for both professional work 
and social and psychological adjustments; developing language 
facility; maintaining professional relationships; and evaluation 
of experience in the United States. 

In recent years the number of federally-sponsored students 
and visitors who have come here for advanced study in health 
and medicine has been expanding. During last year, the Division 
of International Health has given program assistance to about 
700 advanced students of this type. The majority are sponsored 
by the Technical Cooperation Administration (Point Four) and 
the Mutual Security Agency. Others are also helped who come 
here under sponsorship of their own governments or other 
agencies. 


Sewage Treatment Projects.— Municipalities have awarded con- 
tracts for the construction of I11 sewage treatment projects in 
33 states during the first quarter of 1952, the Public Health 
Service reports. Over 2 million people will receive new or im- 
proved service when these projects are completed. The Public 
Health Service cooperates in this work by developing plans to 
abate pollution and by providing research and technical as- 
sistance. The Water Pollution Control Act of 1948 authorized 
these services as well as financial aid in the form of grants to the 
States for investigations of water pollution caused by industrial 
wastes. Of the I11 projects reported, 72 are new plants being 
built at a total cost of about 17 million dollars. The other 39 
consist of additions, enlargements, or replacement of existing 
plants. 

The Surgeon General said, “Comparison with construction 
figures for the same months of previous years, reveals that the 
present rate of construction is less than the average for the years 
1948-1952. It meets only about one-fourth of the need for catch- 
ing up with the backlog and for meeting new needs arising from 
the growth of our cities and industries. In addition, existing 
plants must be replaced as they become obsolete. This will be- 
come increasingly important as more and more plants built 20 
or 25 years ago reach a point where their effectiveness is sharply 
limited.” A national summary report published by the Public 
Health Service in 1950 showed that of the 10,400 industries 
known to be discharging wastes, nearly 3,500 needed new or 
additional waste treatment facilities while over 5,500 more had 
undetermined needs. 
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BRAZIL 


Vital Statistics of Rio de Janeiro.—The 1951 vital statistics of 
the city of Rio de Janeiro permits an analysis of a complete 10 
year period, which shows some noteworthy progress. If we 
compare the average annual rates for the five year period 1942- 
1946 with the corresponding rate for the year 1951, we find 
that there was a continuous trend of the figures. The annual 
death rate from all causes declined from an average of 16.7 
per thousand population for the initial five year period to 12.6 
for 1951, which correlates with a corresponding increase in the 
annual birth rate, from 20.7 to 22.5 per thousand population. 
The maternal mortality declined from an average annual rate 
of 6.32 deaths per thousand live births for the five years to 3.53 
for the year 1951, and so did the infant death rate, from 144 
deaths per thousand live births to 107. The most important 
transmissible diseases also showed a similar reduction: tuber- 
culosis of all forms declined from 310 deaths per hundred 
thousand population to 188: typhoid, from 6.76 to 2.71; dysen- 
tery, from 13.61 to 5.34; diphtheria, from 5.17 to 4.37: measles, 
from 11.45 to 2.76: and whooping cough, from 11.44 to 4.49. 
There is, however, an increase in the death rates from cancer, 
diseases of the heart, and motor vehicles accidents, which passed 
from 66.5 to 75.1, from 173 to 221, and trom 14.5 to 22.7 
deaths per hundred thousand population, respectively. The only 
comfort is that this is occurring in many other places. 


Laboratory Diagnosis of Strongyloidiasis.— The studies on stron- 
gyloidiasis in Brazil have not been very accurate in the past, this 
helminthiasis having been, as a rule, referred perfunctorily in 
papers treating other intestinal parasitic diseases. This may 
explain the great differences in the incidence rates presented by 
several authors, besides the fact that a diversity of laboratory 
techniques are used, as indicated in various papers. Recently, 
however, the improvements in the technique used in a few 
surveys have contributed to a more extended knowledge of some 
of the epidemiological aspects of the disease and a better under- 
standing of its pathology. In reference to the state of Sao Paulo 
alone, the range of incidence, as reported by different authors, 
has varied, between 1920 and 1951, from 0.84% to 35.02% 
(Pessoa, Guerner, Meira, Cardoso, Taunay, Pontes, and Amaral) 
for districts that seemingly were expected to present narrower 
variation. In 1951, using more refined diagnostic methods, 
Coutinho, Campos, and Amato found 35° of infected persons 
among 500 patients at the Hospital of the Sao Paulo State 
University, and Mercer found 33.1 of positive cases among 
4,828 persons examined in Rio Preto by means of Baermann’s 
method. 

This led Drs. J .O. Coutinho and Julio Croce, of the depart- 
ment of parasitology, Sao Paulo State University, to undertake 
a systematic study of 176 persons found infected with Strongy- 
loides stercoralis by the aggregated results of the direct examina- 
tion method, the Petri dish method, and the spontaneous sedi- 
mentation in water and the Baermann’s methods, in order to 
try to disclose the best individual diagnostic method. While the 
direct examination method recognized 32.22 of infected per- 
sons, the Petri dish and the sedimentation methods gave 64.77 
and 66.47 of positive results, respectively, and the Baermann’s 
method, 91.9%. As it is seen, the best results were given by 
the Baermann’s method, notwithstanding the fact that it did not 
reveal the presence of the parasite in 8.1° of infected persons. 

To push the investigation as far as possible, the authors 
decided to examine 60 patients by the Baermann’s method for 
three days in succession. Out of a total of 25 patients tound 
positive after three examinations, 70.83° were disclosed after 
the first examination, 91.66° after the second, and the rest 
after the third. These results, which show that one examination 
alone is not sufficient for an exact diagnosis, may be explained 
by a certain intermittence of the elimination of larvae naturally 
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conditioned by the particular biology of the species S. stercoralis, 
as it has already been shown by Maciel for Schistosoma mansoni 
in connection with the variations of the atmospheric pressure. 


Complement Fixation Test in American Trypanosomiasis.__The 
studies on American trypanosomiasis (Chagas’ disease) made 
during the last five years have led to the definitive conclusion 
that the only practical way to ascertain the various degrees of 
the incidence of the disease in different regions is by means of 
mass laboratory examinations. A paper published five years ago 
by Dr. J. Pedreira de Freitas of the department of parasitology, 
Sao Paulo State University, on the basis of the literature and 
the material he could himself collect, demonstrated that the 
complement fixation test is the principal laboratory resource for 
the diagnosis of chronic cases of the trypanosomiasis. After the 
demonstration by Kelser of the value of the antigen derived from 
cultures of Trypanosoma cruzi, Dr. Freitas, with the collabora- 
tion of Dr. J. O. Almeida, also of the department of parasitology, 
began to use the new technique, modified, in 1949, to be adapted 
to the quantitative technique as proposed by Wadsworth, Mal- 
taner, and Maltaner. He has now reported the results of the 
examination of the serum of 7,612 persons living in rural sections 
of the states of Sao Paulo, Goidas, Pernambuco, Paraiba, Minas 
Gerais, and Parana. On the basis of the results obtained in tests 
performed with sera trom well-proved cases of infection by T. 
cruzi and from persons only suspected to have the infection, as 
well as several thousands of healthy persons used as controls, 
Freitas established the criteria for the interpretation of the tests 
as tollows: (1) nonreacting sera, (2) sera reacting with titers 
varying from 1.5 to 1.9, and (3) sera reacting with titers higher 
than 1.9. The results of the first group are considered “negative,” 
those of the second “doubttul,” and those of the third “positive,” 
the latter including persons surely or possibly infected with T. 
cruzi. The values 1.5 to 1.9 mark the limits of the group called 
“doubtful,” which includes sera with very low level of antibodies, 
in certain cases being produced by infections from other para- 
sites than T. cruzi but related to it, as it frequently occurs in all 
other protozoa. Out of the total 7,612 sera, 6,081, or 79.9%, 
were negative: 142, or 1.9%, were doubtful; and 1,389, or 
18.2°C, were positive. 

Dr. Freitas claims that the method, as improved by him, 
presents the following advantages: (1) exact standardization and 
dosage of the reagents, which can be used under optimal activity; 
(2) possibility of performance of the preliminary test, which ex- 
cludes, by means of an extremely simplified reaction, all non- 
reacting sera; (3) possibility of expressing numerically the re- 
activity of the sera; (4) high sensibility for the diagnosis of the 
chronic forms of the infection, which are the most important 
epidemiologically; (S) high specificity, even in the case of patients 
infected with leprosy or presenting tegumentary leishmaniasis; 
and (6) great stability of the antigen, permitting comparable 
results from different laboratories. 


DENMARK 


Legal Abortions.—The !aw of May, 1937, concerned with preg- 
nancy, did not come into force till October, 1939. It hinges on 
Mothers’ Aid Institutes, of which there are now seven. They are 
staffed by 17 social consultants under the direction of a legal 
expert. Six gynecologists and 10 psychiatrists give part-time 
services, usually every afternoon except on Saturdays as well as 
two forenoons and one evening every week. About 60° of the 
expectant mothers attending these institutes have been found to 
be in need of psychiatric examination. At first about 42°. of 
the expectant mothers were unmarried. But in the period 1949- 
1950 this ratio tell to 29°. These consultations are encouraged 
by the material aid as well as by the advice provided at these 
institutes. Approximately 60° of the attendants at these in- 
stitutes are given such material aid in some form or other. 
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The drafters of this law assumed that a woman's own private 
physician would be her chief adviser. The operating gynecol- 
Ogist was also assumed to play an important part in weighing 
the considerations for or against the induction of abortion. Both 
types of physicians do, indeed, play their allotted roles, but not 
to the extent anticipated. This trend, in favor of the institutes, 
was implemented in the law of 1946, which stated that women 
desiring abortion for personal, social, or economic reasons must 
apply to a Mothers’ Aid Institute. The motives for driving a 
woman to require the induction of abortion may be classed in 
three groups of approximately equal size. Fully one-third are 
influenced by actual disease (and it is this third that provides 
most of the cases for which an institute advises abortion), while 
a third are prompted by personal difficulties and considerations, 
and another third by economic burdens. 

Between 1940 and 1950 there was an enormous rise in the 
number of legal abortions in Denmark, with only 522 occurring 
in 1940 as compared with 3,969 in 1950. During the period 
1940-1950, both years included, there were 38 deaths, 25 of 
which were directly due to the operation, while the remaining 
13 deaths were due to other causes. The operation mortality has 
fallen from 0.19% in 1940 to 0.13% in 1950, being 0.12% for 
the whole of the period under review. This fall in the operation 
mortality may be due in part to the growing proportion of 
physically healthy women operated on. In the Scandinavian 
countries more than 50% of all the indications for the legal 
induction of abortion come under the heading of depressio 
mentis. Though reliable statistics are not available concerning 
the frequency of criminal abortions, it is suspected that they, like 
legal abortions, have become more frequent in recent years. 
Treatment for Kidney Trauma,—At Department D of the Bispe- 
bjerg Hospital, Dr. J. C. Christoffersen has undertaken an analy- 
tical study of the comparative merits of expectant and operative 
treatment for kidney trauma. His material comes from two 
sources. The first is represented by the accident insurance office 
in which, during the period 1944-1949 inclusive, there were 70 
cases of kidney trauma on record, or an annual rate of 11 or 
12 such cases. This total was composed of 64 men and only 6 
women. In as many as 16 cases the kick of a horse or cow was 
responsible for the trauma. There were also four cases created 
by Gestapo torture (clubbing over the loins). The trauma was 
classed as a contusion in S50 cases and as a rupture in 20. Among 
the rupture cases there were only three with no subjective or 
objective sign of disease from one to three years after the 
trauma. Dr. Christoffersen’s other material consists of the 26 
cases of recent kidney trauma treated at his hospital in the 
period 1928-1950. Among these cases there were 18 simple 
contusions, 2 “dilacerations,”’ and 6 ruptures. The chief lesson 
to be abstracted trom these materials is an endorsement of 
Lowsley’s dictum with regard to rupture of a kidney: “The 
conservative thing is to operate on that patient, and the radical 
thing is to leave him alone.” But Dr. Christoffersen prefers if 
possible to operate late rather than early, and he is a keen ad- 
vocate of urographic control of these cases both early and late. 
His review of the literature also shows that the late results of 
conservative treatment of kidney rupture are bad in about one- 
third of all such cases. 


Private or State Social Service?—Andreas Boje, whose associ- 
ation with social welfare in Denmark gives authority to his 
words, has been invited by the editor of the Danish Red Cross 
Magazine to give his opinion of the contribution private enter- 
prise has made to social services in the recent past. The questions 
he has set himself to answer are: |. Does private enterprise play 
a smaller or a greater part than it did 30 or 50 years ago? 2. Do 
the various private enterprises work well together and with 
public services? 3. Does private enterprise neglect new oppor- 
tunities? One thing, at any rate, is clear. Since the turn of the 
century the state and municipal authorities have taken over 
many of the activities started by private enterprise. But at the 
same time the encroaching wave of public control has been 
countered by the assumption of new undertakings by private 
enterprise to a degree far in excess of the achievements of the 
past. One of the most typical examples of private enterprise is 
the National Association for Combating Tuberculosis, which 
was started by two young physicians in 1901. Only a year later 
its membership had risen to 20,000, and when the first sana- 
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toriums were launched under its auspices in 1903, its member- 
ship was 30,000. Since then this association has gone from 
strength to strength, and the position it holds in the minds of 
all Danes at the present time is unique. Yet it is only one of 
many such voluntary bodies, the outcome of private enterprise. 

In 1938 another voluntary organization was created, the 
Mental Hygiene Association, for which Herr Boje prophesies as 
great a success as the National Association for Combating 
Tuberculosis has enjoyed. In infant and child welfare, public 
and private enterprise vie with each other in the initiative they 
show. Of the 527 infant and child welfare centers existing in 
1948, only 101 were municipal, while the remaining 426 were 
private. In the spring of 1951, the total had risen to 687, and 
while 166 of these institutions were municipal, 521 were private. 
Herr Boje makes the challenging statement that though there 
may be more organized public and private welfare work now 
than formerly, this does not necessarily mean that human beings 
are more directly and personally helpful to each other than they 
were. It means rather that a change has come over the structure 
of the community with the development of urban life, and much 
of the aid one man gave to another is now taken over by 
organizations. 


The Late Professor Carl Edvard Bloch.—Professor Bloch, who 
was born on Sept. 21, 1872, and who died on Feb. 11, 1952, 
was already well known as a pediatrician in Denmark when, 
in December, 1916, at a mecting of the Copenhagen Medi- 
cal Society, he advanced the theory that xerophthalmia is caused 
by a factor found in and associated with fats. This, the first 
clinical discovery of vitamin A, was the outcome of patient re- 
search between 1912 and 1916, when Bloch became convinced 
that there was some causal relationship between xerophthalmia 
early in life and a diet deficient in fats. At this time Bloch was 
unaware of the experimental work on the subject being done by 
McCollum and Davis and by Osborne and Mendel, with whom 
he shares the honor of the discovery of vitamin A. He was an 
inspiring teacher, and much work on vitamins B, C, and D was 
done by his pupils. Even after he had retired, in 1943, he took 
an active part in the examinations of medical students. 


ICELAND 


Status of Medicine.—As the next Scandinavian Medical Con- 
gress may be held in Reykjavik in the summer of 1954, physi- 
cians planning to attend may wish to know something about 
medical activities in Iceland. There are about 140,000 inhabit- 
ants, of whom 60,000 are in the capital, Reykjavik. The total 
number of physicians in the country was 186 on Jan. 1, 1952; of 
these, 101 are residing in the capital. With few exceptions they 
all have been educated in the medical faculty of the University of 
Iceland or its forerunner, the “Medical School.” The University 
was founded in 1911, though its main buildings were not com- 
pleted till 1940. The medical course ordinarily takes about seven 
years followed by compulsory six months internship in an ap- 
proved medical department, six months in a surgical department, 
and six months as a secretary to a district medical officer of 
health in rural areas. Fairly strict rules apply to the postgraduate 
education of specialists, many of whom must get their specialist 
training abroad. The academic degrees in the Faculty of Medi- 
cine are “candidatus medicinae et chirugiae,” which after the 
obligatory internship of one and one-half years qualifies the 
bearer to the license of general practice. The title “Doctor medi- 
cinae” is comparable to the North American Ph.D. and is con- 
ferred either honoris causa or on acceptance of a thesis, in the 
form of a printed monograph. It is usual for graduates in medi- 
cine to supplement their education by visits abroad, to Denmark 
and the United States in particular. 

The hospital services of Reykjavik consist of a University 
Hospital with about 175 beds, 55 being devoted to medical, surg- 
ical, and obstetrical cases each. On the hospital grounds is an 
institute of general pathology. Just outside Reykjavik is a new 
institute of experimental pathology and the psychiatric hospital, 
Kleppur, with accommodations for about 275 patients. All these 
state institutions are headed by members of the medical faculty, 
including Johann Saemundsson in medicine; Gu6munder Thor- 
oddsen, surgery (to be replaced by Snorri Hallgrimsson next 
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autumn); Peter Jakobsson, obstetrics; Hannes Guémundsson, 
venereology; Niels Dungal, pathology; Bjérn Sigurosson, experi- 
mental pathology: and Helgi Tomasson, psychiatry. 

There is also a private Catholic General Hospital with about 
100 surgical beds and about 40 medical beds, the hospital being 
under the charge of Halldor Hansen but run on “British line” 
with several practicing physicians each taking care of his own 
patients. A small community hospital accommodating 40 patients 
is run on the same lines. Just being planned is a new municipal 
hospital for 300 patients. Under erection is a new building for 
the “health centre,” accommodating various aspects of preventive 
medicine. Outside Reykjavik there also is the Vifilstaoir Sana- 
torium for about 200 tuberculous patients and Reykjalundur, a 
model colony for the rehabilitation of tuberculous patients. In 
the north of Iceland is another sanatorium for about 80 tubercu- 
Jous patients. In the immediate vicinity of Reykjavik is a small 
leprosarium, housing the eight residual patients in the country. 
In various communities other than Reykjavik there are local 
general hospitals, with about 500 beds in alli. 

Medical Administration.—Administratively, Iceland is divided 
into 51 medical districts, each with its own medical officer in 
charge of all public health services, as well as, in most cases, 
individual cases of sickness. Several of these physicians are also 
specialists in some branch of medicine or surgery. There is a 
chief medical officer for the whole country, assisted by the 
“Medical Council” of eight: the university teachers in medicine, 
pathology, pharmacology, hygiene, psychiatry, and surgery: the 
chief officer of the National Health Institute; and the president of 
the Icelandic Medical Association. The three members represent- 
ing pathology, psychiatry, and surgery constitute the medico- 
legal division of the council. 

National Insurance Institute —There is compulsory health 
insurance for everybody, having been adopted gradually since 
1936. It is an independent institution, administered by the Insur- 
ance Council, elected four times a year by the Parliament. It is 
based on personal subscriptions from everybody over 16 (chil- 
dren under 16 being counted with their parents), the government 
in addition paying 25% and each local community another 25% 
of the total subscriptions. The insurance covers the cost of all 
hospital services, all medical fees, except dental, a few specialist 
consultations, of which 75 of the fee is paid, about 50 of the 
cost of medicine, and also a few other services of minor impor- 
tance. The insured persons are allowed to choose their own 
general practitioner for a year at a time. But changes after the 
year are very few. Experience shows that many persons consult 
physicians privately, despite the insurance. In Reykjavik the 
average income of those working for the Health Insurance ts 
now about 75,000 kronur a year, a little more than $4,500 
(the cost of living approximates that of the United States). There 
is also compulsory old age and accident insurance. Old age 
pensions are paid after the age of 67. 

Geomedicine.—During most of the year the climate is vigor- 
ously stimulating, unstable, and relatively humid, the average 
temperature (in Reykjavik) in the coldest month being just below 
0) F and in the warmest about 65 F. The national diet is high in 
animal protein, high in fats, and relatively low in carbohydrates. 
The average amount of daily calories is about 3,400. Arterio- 
sclerosis seems to be a relatively rare condition, and the inhabit- 
ants look younger than they are. Diabetes mellitus is rare. Manic- 
depressive psychosis is the preponderant psychotic reaction type. 
Rheumatic fever is extraordinarily rare. The normal thyroid 
gland is quite small, myAedema a rarity, and the normal white 
blood cell count is low (about 5,000). Tuberculosis used to be 
a scourge but is on a very rapid decline, nearing the rate in the 
other Scandinavian countries. Cancer is now heading the list of 
causes of death. Infant mortality is about the lowest in the 
world, and so also is the death rate. The average life expectation 
is at present about 68 years, 

The Medical Association of Iceland, comprised of all mem- 
bers of the profession, meets annually and is a member of the 
World Medical Association. There is a local medical association 
in Reykjavik and one in Akureyri in the north of Iceland. In 
Reykjavik there is also the medical association EIR, a forum 
devoted only to matters of research or more theoretical interest. 
The medical association of Reykjavik issues Laeknabladid, 


monthly, as the official organ of the profession. 
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Charges of National Health Service.—-Much of the time of 
Parliament, in both the House of Commons and the House of 
Lords, is taken up with discussing the charges of the National 
Health Service. In February, 1952, a bill was introduced in the 
House of Commons that would give effect to certain proposals 
by the Chancellor of the Exchequer. 

These proposals include a charge for certain appliances, such 
as surgical boots, abdominal supports. wigs, and hearing aids, 
and also a charge to the patients for the full cost of repairing 
surgical boots. These charges would not apply to school children, 
to persons who are completely indigent, or to those who need 
appliances as a result of war wounds. In addition it is proposed 
that outpatients, except for the indigent and war-disabled pen- 
sioners, shall be charged for prescriptions for their drugs. These 
items together are estimated to save $2,800,000 a year. 

In the field of the family physician a charge of 28 cents is 
proposed for each prescription form though it may contain more 
than one prescription. Indigent persons receiving national assist- 
ance will be able to claim repayment. From 70 cents to $1.40 
will be charged for elastic hosiery, in common with the hospitals. 
These charges are expected to save about 36 million dollars. 

At the present time a patient has to pay 50% of the cost of 
his dentures, and it is now proposed that an additional fee of 
$2.80, or the full cost if less, will be charged for each dental 
treatment. In cases where both treatment and dentures are to 
be provided the total cost must not exceed the maximum of 
$12.10. Children under 16 or at school and expectant cr recently 
delivered mothers will be exempt. By these charges it is hoped 
to save 21 million dollars a year. 

Discussion in Parliament.—These matters are now under ac- 
tive discussion in the House of Commons, and it has been 
pointed out that the original idea of charging 14 cents for each 
prescription was proposed by the previous labor government. 
The present government intends to implement this cabinet de- 
cision. The attention of the Minister of Health has been called 
to the difficulty of the 4,000 rural physicians who dispense their 
own prescriptions, and during the first week of March a depu- 
tation from the General Medical Services Committee of the 
British Medical Association met the minister to discuss this 
charge. The General Medical Services Committee's view is that 
these physicians should not be made to act as intermediaries for 
the inland revenue. Earlier they had met the Conservative 
Party's Social Security and Health Committee. 

Health Service Estimates.—Estimates have now been pub- 
lished showing the total net cost to the taxpayer of the British 
Health Service. Three successive chancellors of the Exchequer 
have imposed an arbitrary ceiling of 1,120 million dollars, and 
again this maximum has not been exceeded. For the year just 
ended the cost of the health service was 1,114 million dollars, 
and the estimate for the forthcoming year is 1,097 million 
dollars. If it is remembered that there has been a considerable 
rise in all prices during the last 12 months, the cost of the health 
service has really been reduced much more than is apparent. 
This reduction has been possible by legislating that the patient 
shall pay increased costs and not by cutting the budgets of the 
various branches of the service: in other words, had it not been 
for the charges that are to be imposed upon patients, the cost 
of the health service would have exceeded the arbitrary ceiling 
of 1,120 million dollars by about 56 million dollars. 

It is hoped that the new charge for spectacles will also dimin- 
ish the cost of that service, which in 1950-1951 was 78 million 
dollars, and the first estimate ts only $30,800,000, 

One of the most expensive items is the drug bill. Drugs have 
reached the appalling cost of 140 million dollars a year, more 
than one-eighth of the total cost of the service, but estimates 
for the coming year have reduced it by 6 million dollars. 

Delay in Making Charges.—Owing to the heat of controversy 
in the House of Commons and the Socialists’ opposition actively 
delaying the passage of the bill, the introduction of the new 
charges has been delayed and will not come into force as early 
as the government had intended. This means that the charges 
from the patients will not be as the estimates allowed for. Also 
it must be remembered that costs are still rising, and although 
the hospitals have received an increase of 56 million dollars 
they are not certain that they can maintain their existing services. 
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LAWS PROHIBITING SALE OF FIREWORKS 

To the Editor:—For years the benefits department of this Blue 
Cross Plan had noticed that from about Dec. 10 to Jan. 10 
many children and aduits were injured by fireworks. Through 
our benefits department were cleared many reports of a child 
losing an eye, being severely burned about the hands or face, or 
having a ruptured eardrum from fireworks explosions. In Janu- 
ary, 1947, | mailed to each physician in North Carolina a card 
asking them to return to me in an enclosed, stamped envelope 
information as requested. On receipt of these cards a report was 
made and copies sent to each physician, each member of the 
state legislature, which was then in session, each hospital super- 
intendent, and to numerous other interested persons. 

Ihe actual report made by the physicians is the most con- 
vincing I’have ever seen. Numerous legislators wanted to be the 
one to offer a law regulating the sale of fireworks, and, in spite 
of the fact that fireworks manufacturers and retailers employed 
able lawyers to lobby for them, a law was passed in North 
Carolina prohibiting the manufacture, sale, possession, trans- 
portation, and/or firing of fireworks of any kind except by 
professionals at the state fair and/or at a circus or something 
of that kind 

During this 30 day period following the release of this report, 
every newspaper, daily and weekly, in North Carolina printed 
editorials in favor of such a law. Following the appearance of 
these editorials there simply was no resistance to the law except 
from the fireworks manufacturers, retailers, and their lobbyists. 
The law has been kept so well that in January, 1949, we made a 
similar survey and found that there were no serious accidents 
at all. 

Several physicians and surgeons in North Carolina appeared 
voluntarily before the hearings of the legislature and insisted that 
the law be passed. In the spring of 1951, during the session of the 
legislature, one legislator submitted a bill to abolish the fireworks 
law. A few days after this act three small boys were killed by the 
explosion of a large gas truck that was parked in their yard. It 
was discovered that these boys were igniting and exploding fire- 
works near the truck. This was given considerable publicity in 
our newspapers, and no more mention was made of a change in 
the law. If the American Medical Association would obtain laws 
in all of the states similar to the one in North Carolina and many 
other states, this one act should result in much credit to the 
Association. 

FE. M. HERNDON 

Fxecutive Vice President 

The Hospital Care Association, Inc. 
Durham, N. C. 


TALC PNEUMOCONTIOSIS 


To the Editor:—The article “Tale Pneumoconiosis,” by Drs. 
Friedman, Bell, and Solis-Cohen, in THe JourNnat, April 19, 
1952, page 1418, deserves critical comment. 

The authors are apparently unaware of the wide variation 
of materials used in industry under the name “talc.” The mineral 
tale is a specific substance—hydrous magnesium silicate, H-Mg 
SiO.),. However, many other materials, such as serpentine, (also 
hydrous magnesium silicate, but H,Mg.Si.O.), dolomite (calcium 
magnesium carbonate), and tremolite (calcium magnesium sili- 
cate) are frequently associated with it in varying amounts. Also 
pyrophyllite (a hydrous aluminum silicate) and soapstone (a 
cryptocrystalline form of true talc) are used industrially many 
times for the same or similar purposes as talc, and are com- 
monly referred to as “tale.” Willams (Tale Dust in the Rubber 
Industry, Safety Engineering 73:49-51 |April] 1937) and Schulz 
and Williams (Commercial Talc: Animal and Mineralogical 
Studies, J. Indust. Hyg. & Toxicol. 24:75-79 [April] 1942) have 
indicated the variation in composition of “tales” as used in in- 
dustry, and the indefiniteness of the physiological response. 

The authors are also apparently unaware of the wide vari- 
ation in free silica content existing in commercial materials 


referred to as tales. I have found this to range from a trace, 
in the case of a high grade true tale or soapstone, to 40% for 
the lower grades of pyrophyllite. It is unfortunate, from the 
standpoint of advancing our knowledge of pulmonary pneu- 
moconiosis, that this paper, like many others on the same sub- 
ject, fails to define the conditions of exposure more accurately. 


W. E. McCormick 

Department of Industrial 

Hygiene and Toxicology 

B. F. Goodrich Co., Akron, Ohio. 


AMERICAN JOURNAL OF TROPICAL 

MEDICINE AND HYGIENE 

To the Editor:—1 have read in the May 10 issue of THE JOURNAL, 
page 169, the editorial entitled “Eradication of Malaria.” | 
should like to congratulate you on the excellence of this editorial, 
which is tn keeping with editorials on the same subject in recent 
years in vour journal. 

| should like to point out an error in the reference to Dr. 
Russell's article, the reference being listed as The American 
Journal of Tropical Medicine, volume |, 1952. The name of the 
journal is incorrect. There is no longer an American Journal of 
Tropical Medicine, as the society, along with the National 
Malaria Society, was dissolved at the Chicago meeting in No- 
vember, 1951. A new society was formed by the amalgamation 
of the National Malaria Society and the American Society of 
Tropical Medicine, which new society is known as the American 
Society of Tropical Medicine and Hygiene. It publishes a new 
journal under the name of the American Journal of Tropical 
Medicine and Hygiene, which starts volume | with the beginning 
of the calendar year 1952. 

Because of the importance of your journal in referring to and 
abstracting articles, we are particularly anxious that the reference 
to the new American Journal of Tropical Medicine and Hygiene 
be correctly shown. 


Martin D. Youne, Sc.D. 

President, American Society of Tropical Medicine 
and Hygiene 

P. O. Box 717 

Columbia, S. C. 


HIATUS HERNIA 

To the Editor:—I\n the article “The Gastrointestinal Tract in 
the Aged” by Sidney A. Portis and Joseph C. King, which was 
published in the March 29, 1952, issue of THE JOURNAL, there 
is an error in the use of a report written by me. 

In the paragraph “Examination of Esophagus” it is stated 
“There were 10 (7.5) with hiatus hernia—a finding which con- 
trasts with that of Brick,2* who reported that 76.6% of his 
patients between SO and 80 had hiatus hernia.” The exact article 
of mine which was used ts not given, as references were omitted, 
but my data appeared in three articles: Mississippi Valley Medi- 
cal Journal (74:2 [Jan.| 1949), Archives of Surgery (58:419 
[April] 1949), and Archives of Surgery (60:1045 [June] 1950). 

In those articles it ts stated that of the 308 patients with 
hiatus hernia, 76.61° were between the ages of 50 and 80, which 
is different than saying that 76.6% of the patients between 50 
and &0 had hiatus hernia. Actually, 3,448 patients were studied, 
and the incidence of hiatus hernia is given as 8.93%, which, 
rather than contrasting, compares fairly closely with the figure 
of 7.5% in the series given by Portis and King. 


IRVING B. Brick, M.D. 
Assistant Professor of Medicine 
Georgetown University Hospital 
Washington 7, D. C. 
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Basic Science Acts: Examination Given Chiropractic Applicants 
Held to Be Fair and Reasonable.— The relators filed a petition 
for a writ of mandate to compel the respondent, the board of 
basic science examiners, to either give the relators a passing 
grade or permit them to take a new basic science examination. 
From a judgment denying such writ, the relators appealed to 
the supreme court of Washington. 

It was contended by the relators that the basic science exami- 
nation given by the respondents in January, 1950, did not comply 
with the law requiring that it be elementary in character and, 
further, that they had passed as much of the examination as 
was properly elementary. It was also alleged that the respondents 
acted capriciously, arbitrarily, and in abuse of their discretion 
in preparing the questions and grading the examination papets. 

To practice chiropractic in this state, said the supreme court, 
it is necessary to have a license. To secure such a license, it is 
necessary, among other things, that the applicant take an ex- 
amination in the sciences of anatomy, physiology, chemistry, 
pathology, and hygiene. This examination must be taken by all 
persons applying for licenses to practice medicine and surgery, 
osteopathy, osteopathy and surgery, chiropractic, or drugless 
therapeutics, and it must be passed before the applicant can 
take the further examination required in the particular branch 
of the healing arts in which he desires to practice. This pre- 
liminary eXamination is to be of such a character as to con- 
stitute an adequate test as to whether the person examined 
™ has such knowledge of the elementary principles of such 
sciences as taught at the University of Washington and Wash- 
ington State College, in one year’s instruction of thirty-six 
weeks, or as taught in one year’s instruction of thirty-six weeks 
at any college or university accredited by the University of 
Washington, or the equivalent thereof.” 

The relators, desiring to be licensed for the practice of chiro- 
practic, took the January, 1950, examination as prepared and 
conducted by the respondent board. The examining committee 
is appointed by the governor and its members must be members 
of the faculties of the University of Washington and Washing- 
ton State College. The relators refused to answer questions that 
they deemed went beyond the elementary phases of the basic 
sciences and instead wrote statements such as the following: 
“Not elementary.” “This question is not elementary.” “Any 
further discussion is not considered elementary according to 
Basic Science law, State of Washington.” 

“This question is not elementary. It requires a detailed knowl- 
edge of physiology and of organic chemistry. Definitely it is 
not elementary.” “This is not basic to the work of other [than 
medical] healing arts such as chiropractic. Thus this part of the 
question is not basic to all the healing arts, but only to one 
profession, namely medicine.” The relators received a grade of 
zero on every question they refused to answer, and they all 
failed to secure a passing grade in the examination. 

ihe issue, then, was whether the January, 1950, examination 
in the basic sciences was confined to the elementary principles 
of those sciences * as taught at the University of Wash- 
ington and Washington State College, in one year’s instruction 
of thirty-six weeks, or as taught in one year’s instruction of 
thirty-six weeks at any college or university accredited by the 
University of Washington, or the equivalent thereof.” 

Mention is made of the fact that anatomy, pathology, and 
physiology are now taught in the medical school of the Uni- 
versity of Washington and not in departments of the college 
of liberal arts and sciences, as they were tn 1927. It is clear, 
said the court, that at the university there are elementary courses 
in physiology available outside of the medical school, and that 
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admission to the anatomy and pathology courses taught in the 
medical school is not limited to medical students. The relators 
have not established that they were in any way prejudiced or 
handicapped by the fact that anatomy, physiology and pathol- 
ogy are now taught in the medical school at the University 
of Washington. 

Nor, centinued the supreme court, are we impressed with 
the relators’ suggestion that the examination should take into 
consideration the basic science courses as taught in 1927, when 
the basic science law was passed. Time and the sciences march on. 

The evidence of the respondents, supported as it was by the 
testimony of an eminent authority in each of the five sciences 
covered by the examination, makes it impossible for us to arrive 
at any conclusion other than that, with very minor exceptions 
involving one tenth of one question in physiology and three 
tenths of one question in chemistry, the relators were asked 
nothing that is not elementary within the limitations placed on 
that term by the statute. We are convinced from a study of the 
record before us that not only did each of the relators fail to 
secure a passing grade on the questions that were elementary 
but that any college student who had successfully taken a first 
year course in each of those sciences at any college accredited 
by the University of Washington could have passed the exami- 
nation without difficulty. There is absolutely no evidence that the 
respondents acted arbitrarily or capriciously either in the prepa- 
ration of the questions for the examination or in the grading 
of the answers of the relators. We agree with the trial court 
that the relators entirely and completely failed to make out a 
case. The judgment of the trial court denying the relators a pass- 
ing grade or the right to take a new examination was accord- 
ingly affirmed. State ex rel. Cousineau et al. v. Johnson, et al., 
235 P. (2d) 289 (Washington, 1951). 
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NEW FILMS ADDED TO A. M. A. LIBRARY 


The Nation’s Mental Health: 16 mm., black and white, sound, showing 
time 19 minutes. Produced in 1951 by the March of Time. Procurable on 
loan (service charge $2.00) from Committee on Medical Motion Pictures, 
American Medical Association, 535 N. Dearborn St., Chicago 10. 


This is a report on the National Mental Health Act of 1946, 
the training and role of the psychiatrist, a survey of the various 
treatments and methods of therapy, and a description of the 
work of the National Association of Mental Health in helping 
communities to set up mental health clinics. This is a clear, fair, 
positive Overview of the picture of the present status of the men- 
tal health problem. It is restrained in its presentation of alarm- 
ing data; it points out the importance of both the psychologist 
and psychiatrist and gives positive suggestions on the develop- 
ment of mental health programs at the local level. The photog- 
raphy and narration are good. This film would be useful and in- 
formative for all lay audiences of senior high school age and up. 


Wonder Engine of the Body (The Human Heart): 16 mm.. black and 
white, sound, showing time 11 minutes. Produced in 1951 by the Bray 
Studios, Inc., New York, in cooperation with the American Heart 
Association, Procurable on loan (service charge $1.00) from Committee 
on Medical Motion Pictures, American Medical Association, §35 N, 
Dearborn St., Chicago 10. 


This film shows, by a series of actual photographs and ani- 
mated diagrams, the nature of the activity of the heart and gives 
in qualitative terms, with the help of mechanical analogies, a 
vivid conception of the magnitude of the work done by the heart. 
[he film is scientifically accurate, and the applications to hygiene 
are clear. The type of presentation and the excellent pace en- 
hance this film. The photography and narration are well done. 
It is recommended for use in hygiene and physiology classes in 
junior and senior high school and by physicians who are called 
on to lecture to lay audiences on this subject. 
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*Clinical Use of Cation Exchange Resins in Treatment of Congestive Heart 
Failure. E. J. Callahan Il, N. R. Frank, H. Kraus and L. B. Ellis. 
—p. 117. 

Effect of Antabuse on Electroencephalogram. E. W. Busse, R. H. 
Barnes and F. G. Ebaugh.—p. 126. 

Effort Syncope as Early Manifestation of Primary Pulmonary Hyperten- 
sion. W. Dressler.—p. 131. 

*Placental Serum Therapy for Rheumatoid Arthritis. W. Aronson, 
F. Levy, L. J. Besen and M. Leff.—p. 144. 

*Cross Transfusion: If. Clinical Experiences with 6 Cases. P. F. Salis- 
bury, A. A. Bolomey and J. H. Miller.—p. 151. 

Changes in Circulating Blood Eosinophils Following Acute Myocardial 
Infarction. D. Feldman, C. Silverberg, A. Birenbaum and S. Jick. 
—p. 168. 

Effect of Disease on Erythrocyte and Plasma Potassium Concentrations. 
M. P. Hutt.—p. 176. 

Argentaftin Cells and Pernicious Anemia. E. Landboe-Christensen.—p. 182. 

N-Allyl-Normorphine in Treatment of Morphine or Demero! Narcosis 
J. E. Eckenhoff, J. D. Elder Jr. and B. D. King.—p. 191. 


Edema of Optic Disks in Cases of Encephalitis. H. P. Wagener.—p. 205. 


Cation Exchange Resins in Congestive Heart Failure.—C allahan 
and co-workers studied the effect of prolonged administration 
of cation exchange resins to patients with congestive heart failure. 
In 22 outpatients treated with an ammonium-potassium car- 
boxylic resin, diets without salt were instituted, ammonium 
chloride was discontinued, and mercurial administration was 
decreased when treatment with the resin was initiated. Twelve 
patients responded satisfactorily. In three of these, the cardiac 
status improved, and nine were maintained unchanged but with 
a liberalized salt intake and less diuretic medication. In 10 
patients congestive symptoms increased. In two this coincided 
with an acute respiratory infection and in five with toxic effects 
of the resin. In three there was no obvious reason for the in- 
crease. Gastrointestinal symptoms were the commonest toxic 
manifestations, occurring to some degree in 20 patients, and 
necessitating termination of resin therapy in 7. Evidence of 
excess digitalis effect was noted eight times. Acidosis and toxic 
skin rash also were observed. This type of resin appears to be 
comparatively safe for general clinical use with close super- 
vision. In 22 ambulatory hospitalized patients who were treated 
with an ammonium sulfonic resin for from | to 21 weeks, other 
treatment was modified in the same manner as described for the 
carboxylic resin group. Seven patients did not improve with 
resin administration. Supplementary calcium therapy in four 
patients in whom hypocalcemia developed made the resin ther- 
apy ineffective. Hypocalcemia and hypokalemia were the com- 
monest toxic effects and limit the usefulness of this resin. Gastro- 
intestinal symptoms and digitalis toxicity were also seen. 


Placental Serum Therapy for Rheumatoid Arthritis.— Reasoning 
that substances active egainst rheumatoid arthritis might be 
present in the placental circulation, Aronson and associates col- 
lected serum from placental blood and used it in treatment of 
rheumatoid arthritis. The amount of blood collected from a 
single placenta varied from 20 cc. to 200 cc. (average, about 
70 cc.). The blood was refrigerated for three to five days and 
then the supernatant serum was filtered into a sterile bottle and 
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pooled. The serum was shaken before use to insure uniform 
distribution of the active substances. The arthritic patients were 
given 10 cc. of this serum intramuscularly twice a week: A total 
of 35 patients (33 with rheumatoid arthritis and 2 with Marie- 
Striimpell disease) were treated with the serum for from three 
months to one year. The degree and rapidity of improvement 
depended on the duration and the severity of the disease. The 
results were better in the more recent cases and in the younger 
age group. Definite, although slow, improvement occurred, how- 
ever, in 30 of the 35 patients. Improvement began following the 
fourth or fifth injection, and continued one or two days. After 
the patients had received from 20 to 40 biweekly injections, the 
interval between injections could be lengthened to one week in 
about one-fourth of the patients. In nine cases clinical remissions 
lasted one to six months. In patients who relapsed retreatment 
again yielded good results. The serum is easily obtained, is 
plentiful, costs little, and has no untoward effects. 


Cross Transfusion.—Reciprocal blood transfer brings about ad- 
mixture of the blood of two persons. When organs of one of the 
two are not working efficiently, their functions can be taken over 
by the other. Reciprocal blood transfer should make it possible 
to readjust derangements of internal homeostasis, normalize 
electrolyte levels, furnish needed metabolic substances, and re- 
move accumulated wastes. Reciprocal blood transfer can be 
accomplished by parabiosis, cross circulation, and cross trans- 
fusion. When the venous circulation is used, reciprocal blood 
transfer is called cross transfusion. It can be performed easily, 
with little trauma to tissues or blood constituents and with ac- 
curate measurement and control of the blood flow. Salisbury and 
his associates review the recent literature on the use of this 
method in about 260 cases and report their own observations in 
six cases. Large volumes of blood (25,000 to 50,000 cc.) were 
transferred reciprocally in these six instances. Encouraging results 
were obtained in several of these and in many others reported 
in the literature. Undesirable reactions to reciprocal blood trans- 
fer include hypotensive phenomena, urticaria, or delayed transi- 
tory febrile responses. In one donor a_ peculiar syndrome 
developed about 10 days following a cross transfusion and con- 
sisted in severe bone marrow injury, damage to the liver, spleen, 
and kidney, and death. The causes of these reactions and the 
possibilities of their avoidance are discussed. It is felt that cross 
transfusion may at present be performed only in selected patients 
for whom no other treatment is available. The donor should be 
informed about the experimental character and potential risks 
of the procedure. 
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*Effects of Cortisone in Sarcoidosis: Study of 13 Patients. L. E. Siltzbach. 
—p. 139 

Joint and Skeletal Muscle Manifestations in Sarcoidosis. G. B. Myers, 
A. M. Gottlieb, P, E. Mattman and others.—p. 161. 

Effect of Cortisone in Hodgkin’s Disease. B. Straus, A. S. Jacobson, 
S. A. Berson and others.—p. 170. 

Serum Complement in Acute Glomerulonephritis and Other Renal Dis- 
eases. E. E, Fischel and D. C. Gajdusek.—p. 190 

Acquired Hemolytic Anemia as Presenting Syndrome of Lupus Erythema- 
tosus Disseminatus. E. L. Dubois.—p. 197 

Sarcoidosis: Review with 24 Additional Cases. B. R. Gendel, J. M. 
Young and D. J. Greiner.—p. 205. 

Angiocardiography in Congenital Heart Disease. C. T. Dotter and 
1. Steinberg.—p. 219 


Cortisone in Sarcoidosis.—-A patient with sarcoidosis, in whom 
bilateral involvement of the uveal tract had led to virtual blind- 
ness, was treated for 15 weeks with intramuscular injections of 
cortisone. The result was not only a dramatic and sustained 
recovery of vision, but also shrinkage of enlarged lymph nodes. 
This paper presents observations on 13 patients with sarcoidosis 
who were treated with cortisone for from 4 to 15 weeks. The 
daily dose was 100 to 150 mg. Five patients received the drug 
intramuscularly and eight orally. Objective and subjective im- 
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provement of varying degree occurred in all patients. Fresh 
lesions appeared to be more responsive than older ones. Of 10 
patients whose course of therapy was terminated, 7 showed re- 
lapse. Thirteen post-treatment biopsy specimens were available 
for comparison with specimens removed prior to treatment. Ten 
specimens showed slight to marked regressive changes on micro- 
scopic eXamination. 


Am. J. Roentgenol. & Rad. Therapy, Springfield, Il. 
67:183-350 (Feb.) 1952 

Translumbar Arteriography: Its Roentgenologic Interpretation. P. G. 
Smith, A. T. Evans, E. C. Elsey and B. Felson.—p. 183. 

Roentgenological Skull Measurements and Their Diagnostic Applications. 
I Haas.—p. 197. 

Perigastric Adhesions and Bands Involving Pyloric Antrum: Diagnostic 
Enigma. E. L. Jenkinson, W. H. Pfisterer, R. C. Norman and K. K. 
Latteier.—p. 210. 

Clinical Studies on Use of Controlled Intragastric Pressure for Roent- 
gen Diagnosis of Lesions in and About Fundus of Stomach. E. L 
Pirkey, H. D. Kerman, E. S. Reed and others.—p. 217. 

Roentgen Appearance of Intestiial Pouches Following Lateral Anastomo- 
ses. H. R. Senturia and C. J. Heifetz.—p. 22 

Sinobronchitis in Children. S. G. Schenck and M. Seldowitz.—p. 240. 

Pulmonary Sarcoidosis with Roentgenologic Appearances of Metastatic 

onpinams: Report of Two Cases. M. C. McCord and H. L. Hyman. 

259. 


Plea for Routine Postmortem Chest Teleroentgenograms. M. H. Poppel, 
A. Sheinmel, H. G. Jacobson and others.—p. 263. 

Placental Calcification in Rventgen Pregnancy Study. J. F. Linsman and 
J. I. Chalek.—p. 2 

*Treatment of Angiomas: Summary of 20 Years’ Experience at Columbia 
oe a Medical Center. G. C. Andrews, A. N. Domonkos and 

F. Post.—p. 273. 

‘pinion Therapy of Malignant Melanomas. P. H. Reitman.—p. 

Radium Therapy for Cancer of Cervix Uteri with New Type of Foo it. 
S. M. Silverstone, W. Harris and M. Greenberg.—p. 294, 


Treatment of Angiomas.— Andrews and associates review a total 
of 1,239 cases of angiomas treated over a period of about 20 
years. This group included 321 cases of nevus flammeus and 
nevus araneus, and 892 cases of hemangioma simplex or caver- 
nosum. There were 26 lymphangiomas. About one-half of the 
patients were one year old or younger. The authors stress that 
the treatment with gamma ray plaques suffices for 95° of 
angiomas. Full strength radium plaques (5 mg. per square centi- 
meter) are filtered through 2 mm. of brass and kept on the skin 
for three and a half hours. One or more of these plaques are 
used, depending on the size of the angioma. At least three months 
must elapse before treatment is repeated. Often two or three 
treatments suffice, and sometimes one such treatment gives a 
complete cure. For a few bulky hemangiomas radium is applied 
at a distance of | cm. Flat brass trays | mm. in thickness, which 
contain several small silver tubes, provide filtration equivalent 
to 2 mm. of brass. Although excellent results have been obtained 
with roentgen rays in the treatment of hemangiomas, the authors 
feel that treatment with gamma ray plaques or trays is more 
satisfactory. Injection of sclerosing solutions is of value in 
angiomas of the eyelids and near the eyes, although the cosmetic 
results are not good. Freezing with solid carbon dioxide is useful 
on small lesions or on those located where the cosmetic result 
is not important. Surgical excision was employed chiefly for 
removal of cicatrices and radiodermatitis. The authors conclude 
that one should not wait for angiomas to disappear spontaneous- 
ly, because they may grow larger, become ulcerated, cause de- 
struction of the soft tissues and disfiguring sears. The dangers of 
radiation therapy are not denied, but progress has been made 
and radium treatment with a gamma ray applicator ts safe and 
gives the best cosmetic results. 


Radiation Therapy of Malignant Melanoma.—tIn 42 cases of 
malignant melanoma seen over a period of 14 years, one-half 
of the patients survived tor from three months to eight vears 
after adequate therapy. Treatment consisted of irradiation alone 
in nine Cases, preoperative irradiation in seven cases, and post- 
operative irradiation in seven cases. Two patients received both 
preoperative and postoperative irradiation, and one patient re- 
ceived irradiation alone to new metastatic areas and postopera- 
tive irradiation to areas previously excised. The chief purpose 
of this report is to show the response to radiation, which in the 
author’s opinion has been at least as favorable as that to radical 
surgery. More than half of those who survived had lesions in 
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stage 1. These patients were treated early and adequately. Also 
only six of the surviving group have a history of trauma or 
surgical “interference,” such as inadequate excision, cautery, or 
fulguration; 15 of the nonsurviving group have such a history. 
The histories of seven patients are presented, chiefly to empha- 
size the problems occurring in the treatment of malignant 
melanomas. The first of these received radium plaque applica- 
tions, and it appeared that 4,000 gamma roentgens is inadequate 
for treatment of malignant melanoma. To counteract a recur- 
rence five years later in 1941, 8,000 gamma roentgens were 
given. Tissue response was adequate, and the patient remains 
alive and well. The author concludes that many malignant 
melanomas are radiosensitive to full carcinoma doses and that 
radiotherapy should not be limited to advanced or inaccessible 
tumors. 


Annals of Surgery, Philadelphia 


135:145-288 (Feb.) 1952 

Metabolic Effects of Anesthesia in Man: V. Comparison of Effects of 
Ether and Cyclopropane Anesthesia on Abnormal Liver. A. B. French, 
T. P. Barss, C. S. Fairlie and others.—p. 145. 

*Pre- and Postoperative Parenteral Maintenance of Electrolyte Balance 
with Salt Mixture Containing Sodium, Potassium, Chloride and Phos- 
phate. R. Elman and T, E. Weichselbaum.—p. 164. 

Carcinoma of Breast: Results of Treatment in Smal! General Hospital. 
J. J. Zellinger and G. C. Adie.—p. 173. 

Management of Intussusception in Infants and Children: Report of 43 
Cases. T. C. Moore.—p. 184. 

Loss of -anecamatnies Motion (Frozen Shoulder). A. F. DePalma. 

19 


Maxillofac oa Injuries. J. T. Rush and E. P. sa —p. 205. 

Spontaneous Perforation of Large Bowel. M. A. Woodruff.—p. 221. 

*Bacteriologic Survey of Scrub Technics Special Emphasis on 
pHisoderm with 3 hag Cent Hexachlorophene. A. J. Canzonetti and 
M. M. Da!ley.—p. 

Use of Solution of ne Per Cent Glucose and Five Per Cent 
Alcohol in Parenteral Nutrition: Preliminary Report. F. C. Spencer and 

M. Beal.—p. 234. 

*Effect of Donor Skin Desensitization and ACTH on Survival of Skin 
Homografts in Rabbits. H. L. Allen, R. D. Williams, C. G. Lovingood 
and E. H. Eilison.—p. 239. 

Diagnostic Value of Vertebral Body Needle Biopsy. R. Mazet Jr. and 
L. Cozen.—p. 245. 

Paget’s Disease of Male Breast. E. L. Sarason and J. T. Prior.—p. 253. 

Acute Massive Venous Occlusion in Lower Extremity. J. 1. Ellis and 
S. W. Windham.—p. 262. 

Accidental Incision of Aneurysm of Left Common Carotid Artery: Treat- 
ment by Thoracocervical Excision with Recovery. M. H. Williams. 
—p. 267. 


Annular Pancreas. R. S. Silvis.—p. 278. 
Varicosity of Cystic Vein: Hazard in Gallbladder Surgery. C. B. Rip- 


stein and S, Lipton —p. 284. 
Intussusception of Appendix with Complete Inversion of Appendix and 
Protrusion from Anus. D. Dunavant and H. Wilson.—p. 287 


Parenteral Maintenance of Electrolyte Balance.—Flectrolyte 
balances were studied in 10 surgical patients, 6 of whom were 
subjected to cholecystectomy, 2 to abdominoperineal resection, 
and 2 to gastric resection. Each patient received 2 liters of fluid 
intravenously per day. In seven patients the fluid consisted of 
10° dextrose in water and in the remaining three patients the 
infusion contained 50 gm. of dextrose and 50 gm. of amino acids 
per liter. To one of the two liters 40 ml. of a simple salt mixture 
containing sodium, potassium, chloride, and phosphate tons were 
added as the sole electrolyte intake for two or three preoperative 
and five or six postoperative 24 hour periods. While a range of 
both positive and negative balances was observed, the mean 
value was in general slightly positive. The maximum cumulative 
balances per day in any case were +11.3 and -19.2 mEq. for 
potassium and +22 and —-23 mEq. for sodium. This simple salt 
mixture when given with 2 liters of water would seem to be 
adequate for the parenteral maintenance of electroiyte needs by 
replacing the excretory losses in the urine of the average surgical 
patient before and after operation in the absence of unusually 
large abnormal losses through the gastrointestinal tract, fistula, 
or skin. Its use will probably reduce the incidence and severity 
of many postoperative electrolyte deficiencies. 


Bacteriological Survey of Scrub Techniques.—Experiments with 
scrubbing techniques were performed with members of the sur- 
gical house staff or nursing staff acting as scrubbers to establish 
the relative merits of four procedures as follows: the classic 
10 minute soap and water scrub; the classic 10 minute scrub 
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followed by a | minute soak in a solution of 1:1,000 aqueous 
benzalkonium (zephiran’) hydrochloride; a scrub with pHiso- 
derm,* a surface-acting detergent composed of sulfonated petro- 
latum, lactic acid, and wool fat cholesterol, in which a 3° mix- 
ture of hexachlorophene (‘compound G-I1") had been 
incorporated: and a scrub with pHisoderm® and hexachlorophene 
followed by a soak in aqueous benzalkonium hydrochloride. 
These studies demonstrated that the routine soap and water 
scrub was grossly inadequate. When coupled with a one minute 
souk in a solution of 1:1,000 aqueous benzalkonium hydrochlo- 
ride, it became an effective surgical scrub, but its efficacy was 
not comparable to either pHisoderm” and hexachlorophene 
alone or to a combination of pHisoderm,” hexachlorophene, 
and a benzalkonium hydrochloride soak. Studies made of bac- 
terial conditions following breaking of the benzalkonium hydro- 
chloride film with a regular soap also revealed a mass of bacteria 
that was shielded by the film. The wearing of gloves caused an 
increase in bacteria in almost all instances, although bacterial 
proliferation was diminished by addition of benzalkonium hydro- 
chloride and was almost completely inhibited in many instances 
by the pHisoderm,® hexachlorophene, and benzalkonium hydro- 
chloride routine. For practical purposes, the preoperative prep- 
aration of the surgeon with pHisoderm*® and hexachlorophene 
followed by a one minute soak in benzalkonium hydrochloride 
has the following advantages: effective degermation, sustained 
through wearing of gloves for at least one hour: ease of man- 
agement and shortening of scrubbing time: absence of allergic 
reactions in the authors’ experience involving continuous use 
for over One vear without a case of allergy: increased safety to 
surgical patients; and moderate cost. 


Effect of Donor Skin Desensitization and Corticotropin on Skin 
Homografts.—The survival of skin homogratts was studied in 
four groups of rabbits. In the first group the animals were desen- 
sitized by injections intravenously, subcutaneously, and intra- 
peritoneally of gradually increasing doses of specific antigen 
prepared from donor skin over a 21-day period preceding the 
homografting. In the second group the animals were desensitized 
in the same way as those in the first group, but in addition they 
were given 10 mg. of corticotropin (ACTH) for the first six days 
following grafting. From the 7th to the 14th days the dose was 
increased to 30 gm., since most of the graft reaction was ex- 
pected at that time. Corticotropin was again reduced to 10 mg. 
on the 15th day and continued until 2 days after slough of the 
homograft. In the third group the rabbits were given cortico- 
tropin alone. The rabbits in the fourth group served as controls; 
they were not desensitized and did not receive corticotropin 
therapy. Results showed that the survival time of homografted 
skin in the rabbits has been prolonged from 7 to 23 days by 
the use of host “desensitization” with specific donor antigen. 
Corticotropin did not exert any effect on the survival of skin 
homografts in rabbits. The role of the immune reaction in the 
failure of survival of homografted skin was indicated by an 
increase in eosinophil count with antigen inoculation and ana- 
phylactic shock following intravenous injection of specific anti- 
gen alter the homografts had sloughed. 


Arizona Medicine, Phoenix 
931-80 (March) 1952 


Local and Regional Analgesic Injections in) Painful Musculoskeletal 
Conditions. O. Steinbrocker.—p. 27. 

Carcinoma of Lung Associated with Chronic Pulmonary Disease. 1. Wal- 
.—Pp. 


Newer Trends in Ophthalmology. C. W. Weisser.—p. 36. 


Delaware State Medical Journal, Wilmington 
24:35-58 (Feb.) 1952 
Fuberculosis in Small Communities. R. S. Reeves.—p. 35. 
Absence of Transfusion Reaction with ACTH and Cortisone: Case Re- 
port. R. M. Myerson and A. H. Clagett Jr.—p. 41. 
Sludged Blood in Poliomyelitis. G. J. Boines.—p. 43 
Oxygen Therapy: Brief Review. K. S. Russell.—p. 44. 
Corticotropin and Cortisone Therapy in Dermatology. A. D. King. 
—p. 49 
Cortisone and Corticotropin in Treatment of Acute Inflammatory Skin 
Eruptions. M. H. Dorph and L. Katzenstein.—p. 50. 
Dermatitis Resulting from Topical Dental Therapy. E. R. Gross.—p. 51. 
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Diseases of Chest, Chicago 
21:123-244 (Feb.) 1952. Partial Index 


“Terramycin in Treatment of Pulmonary Tuberculosis: Pilot Study. L. M. 
Pfefer, F. J. Hughes and W. E. Dye.—p. 123. 

‘Evaluation of Effect of Khellin on Pulmonary Circulation in Man. H. R. 
Cash and H. A. Zimmerman.—p. 137 

Developmental Origin of Cystic, Bronchiectatic and Emphysematous 
Changes in Lungs: New Concept. E. Mayer and E. Rappaport.—p. 146, 

Long Range Eilect of Antibacterial Therapy on Pneumonia, Empyema, 
Bronchiectasis and Pulmonary Abscess (Analysis of Incidence and 
Mortality in 74.489 Admissions to Children’s Hospital in 20 Years). 
K. E. Kassowitz and G. H. Muscato Jr.—p. 161. 

Anomalies of Pulmonary Veins: Their Surgical Significance. O. C. 
Brantigan.—p. 174. 

Incidence of Tuberculin Reactors in Series of 2.000 Patients Seen in 
Private Practice of Internal Medicine. J. Bellomo.—p. 179 

Coexistent Bronchogenic Carcinoma and Active Pulmonary Tuberculosis: 
Report of Five Cases with Autopsy Findings. J. Goldberg, E. R 
Figueras and B. Barshay.—p. 184. 

Aneurysm of Pulmonary Artery Due to Schistosomiasis. H. A. Zaky. 


4, 
Treatment of Broncho-Pulmonary Moniliasis by Dye Inhalation. I. Kass, 
K. T. Sasano and W. S. Klein.—p. 208. 
Effect of Mecholy! on Vital Capacity of Patients with Endobronchial 
Tuberculosis. A. A. Cohen and M. C. D’Amour.—p. 210. 
Occurrence of Tubercle Bacilli in Spirometers Used by Patients with 
Pulmonary Tuberculosis. G. C. Leiner and $8. Abramowitz.—p. 222 


Terramycin in Pulmonary Tuberculosis.—lo determine the 
efficacy of terramycin in the treatment of pulmonary tuber- 
culosis, 32 patients with moderately or far advanced disease 
were treated tor 120 days. Twenty were given 7 gm. of terramy- 
cin daily, while 12 received 7 gm. of terramycin combined with 
2 gm. of streptomycin every third day. Varying degrees of im- 
provement, but no instances of worsening, were noted. Nine of 
1S patients treated with terramycin alone still had positive cul- 
tures at the end of treatment. Tubercle bacilli isolated from one 
of these nine patients were resistant to 50 “g of terramycin per 
cubic centimeter. Positive cultures were obtained from 8 of 
the 12 patients treated with both streptomycin and terramycin. 
Tubercle bacilli trom all eight patients remained sensitive to 
both chemotherapeutic agents. In view of previous experience 
with streptomycin alone o1 in combination with p-aminosalicylic 
acid daily or intermittently, this would indicate that terramycin 
has a suppressive effect on development of bacterial resistance 
to streptomycin when both drugs are given concomitantly. Al- 
though gastrointestinal irritation was encountered in almost 
every instance, it necessitated interruption of treatment in only 
2 of the 34 in whom terramycin was started. No other signs of 
toxicity were observed. Further trials with terramycin in com- 
bination with streptomycin appear justified. 


Effect of Khellin on Pulmonary Circulation._-It has been 
claimed that khellin (visammin) is a potent coronary vasodilator, 
relaxes bronchiolar muscles, and therefore is useful in treat- 
ment of angina of effort, bronchial asthma, and chronic cor 
pulmonale. Cash and Zimmerman attempted to evaluate ob- 
jectively the effect of Khellin on the pulmonary circulation and 
cardiac Output in man by means of cardiac catheterization in 
five patients with pulmonary hypertension associated with mitral 
stenosis or chronic pulmonary disease. Intracardiac and femoral 
arterial pressures were recorded, and cardiac output and stroke 
volume were determined before and following administration 
of khellin. Five patients received 200 mg. of khellin intramus- 
cularly, and one of these five was subsequently maintained on 
khellin orally for six days and recatheterized. No significant 
alteration from base line studies was noted in pulmonary arterial 
pressure or in cardiac output. The therapeutic usefulness of 
khellin in treatment of chronic cor pulmonale and bronchial 
asthma is doubttul 


J. American Med. Women’s Assn., Nashville, Tenn. 
7:41-76 (Feb.) 1952 
Treatment of Heart Disease: Evaluation of Some Newer Agents. E. E. 
Kleiber.—p. 41. 

“Management of Heart Disease in Pregnancy. M. Butier.—p. 45. 

Recent Advances in Cardiovascular Disease. T. McGovern.—p. 47. 
Fluid Therapy. E. Greisheimer.—p. 54. 

Management of Heart Disease in Pregnancy.—During the past 
10 years, 893 patients were referred from obstetrical clinics to 
the cardiac clinic of Woman’s Medical College of Pennsylvania. 
Of these, less than 10% showed evidence of organic heart dis- 
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ease. Most cases of heart disease during pregnancy fall into the 
rheumatic group. Patients with heart failure should have com- 
plete bed rest until compensation is reestablished. A mild upper 
respiratory or a urinary infection often initiates failure, and this 
should be dealt with promptly. The obstetrician always keeps a 
watchful eye on the patient’s weight, but, in the presence of 
failure, salt should be restricted as well as fluids. Many cardi- 
Ologists recommend a Karrell diet for the first few days of 
failure. During this period rapid digitalization is indicated, and 
in the presence of recognizable collections of fluid, diuretics 
should be prescribed. It is advisable for a patient in whom de- 
compensation develops during pregnancy to remain in the hos- 
pital until her delivery, but in the case of a first failure that 
responds promptly to bed rest, to restriction of salt and fluids, 
and to digitalis, return home with limited ambulation is not 
contraindicated if adequate medical supervision is available. As 
to the conduct of labor, there is general agreement that the 
second stage should be shortened. Vaginal delivery when prac- 
tical is preferable to cesarean section, for the mortality rate is 
higher following section. During the lying-in period early am- 
bulation is discouraged. Patients are advised to resume their 
usual activities slowly and to return to the cardiac clinic tor 
supervision. Careful supervision of pregnant cardiac patients by 
the obstetrician and cardiologist has lessened the incidence of 
cardiac failure and reduced both fetal and maternal mortality 
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63:151-300 (Feb.) 1952. Partial Index 

Morphology of Virus of Avian Erythromyeloblastic Leucosis and Com- 

Parison with Agent of Newcastle Disease. D. G. Sharp, E. A. Eckert, 
Beard and J. W. Beard.—p. 151 

Fermentation of Purines by Micrococcus Aerogenes. H. R. Whiteley. 
—p 163. 

Mechanism of Development of Resistance to Streptomycin: [. Origin of 
Resistant Strains. M. G. Sevag and E. I. Rosenoit.—p. 243. 

Studies on Utilization of Lipids by Streptomyces Griseus. D. Perlman 
and G. H. Wagman.—p. 253. 

Studies on Effects of d-Amino Acids on Brucella Abortus. K. E. Yaw 
and J. C. Kakavas.—p. 263. 

Oxidation of Benzoid Acid by Mycobacteria: [. Metabolic Pathways in 
Mycobacterium Tuberculosis, Mycobacterium Butyricum and Myco- 
bacterium Phlei. G. R. Gale.—p. 273. 

Effect of Metallic Ions on Growth and Morphology of Clostridium 
Perfringens. K. Shankar and R. C. Bard.—p 


Journal Clin. Endocrin. & Metab., Springfield, TIL 
12:143-256 (Feb.) 1952 

Identification of Estrogen in Human Testis. J. W. Goldzieher and I. S. 
Roberts.—p. 3. 

Factors Influencing Composition of Sodium “Pregnanediol”’ Glucuronide 
Complex in Human Pregnancy, with Especial Reference to Diethyl- 
stilbestrol Therapy. O. W. Smith and C. Barker.—p. IS1. 

Use ot Monobenzyl Ether of Stilbestrol in Treatment of Functional 
Amenorrhea (Chronic Secondary Amenorrhea): Preliminary Report 
N. T. Werthessen and S. L. Gargill.—p. 169. 

Statistical Analysis of “ACTH Test”: Changes in Eosinophil Count in 
Normal and in Psychoneurotic Subjects. H. C. Shands and F. C. 
Bartter.—p. 178. 

*Use of ACTH in Management of Generalized Peritonitis: Preliminary 
Report. L. Boling, J. Newkirk, P. Baxter and others.—p. 184 

*lodine-Deficient Human Thyroid Gland: Preliminary Report. J. B. 
Stanbury, G. L. Brownell, D. S. Riggs and others.—p. 191. 

Study of Mechanism of Inhibition of Thyroid Gland Induced by Inges- 
tion of Thyroid Substance. M. Perlmutter, S. Weisenteld, S. Slater and 
E. Z. Wallace.—p. 208. 

Measurements of Thyroid Epithelium in Glands Prepared for Surgery 
with lodothiouracil and with Other Antithyroid Drugs. B. Catz and 
P. Starr.—p. 228. 

Protein-Bound lodine in Serum of Soidiers and of Eskimos in the 
Arctic. C. W. Gottschalk and D. S. Riggs.—p. 235. 


Corticotropin in Generalized Peritonitis.—Boling and associates 
studied the effect of corticotropin or cortisone in patients with 
severe diffuse peritonitis. The first patient so treated, a boy of 
2’ years, entered the hospital after 18 hours of vomiting and 
abdominal pain. He was extremely toxic and had a rigid ab- 
domen, with complete absence of peristalsis. This condition per- 
sisted for 24 hours despite administration of aureomycin and 
streptomycin. During the second hospital day, 25 mg. of corti- 
cotropin was administered intramuscularly every six hours. 
After the first 24 hours of corticotropin therapy, he was com- 
pletely free of complaints, and had active peristalsis and a 
normal stool. Corticotropin and antibiotics were continued for 
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three days, but during the following 16 hours corticotropin 
(through an oversight) was omitted. The temperature rose, and 
the patient again had signs of toxicity, a tender abdomen, and 
no peristalsis. Resumption of corticotropin tor two days again 
caused disappearance of all clinical symptoms. Because of fear 
of masking symptoms, corticotropin was discontinued and the 
boy was treated with the Ochsner type of regimen, and was 
operated upon on the 20th hospital day. An adherent indurated 
lower abdominal mass was found in association with abscess 
formation. After a febrile course of approximately a week, the 
patient improved and was discharged 38 days after entry. Ob- 
servations on this patient suggested that chemotherapy combined 
with corticotropin and cortisone therapy might result in control 
of toxicity and hence permit early operation and rapid convales- 
cence in peritonitis. Six patients have been treated in this fashion, 
and all showed prompt improvement. The observations suggest 
that the use of corticotren:n or cortisone, in conjunction with 
chemotherapy, will be of value in the preoperative and post- 
Operative Management of patients with generalized peritonitis. 
It should be remembered, however, that these agents may com- 
pletely mask advancing pathological conditions and that they 
exert no inhibitory effect on pathogenic organisms. 


The lodine Deficient Human Thyroid Glard.—Radioiodine was 
used in the study cf endemic (iodine-deticient) human goiter in 
the hope that such a gland, working in precarious equilibrium 
with the iodine supply, might allow measurements that would 
permit more precise definition of thyroid dynamics than does 
the semidormant gland abundantly supplied with todide. This 
study was carried out in Mendoza, Argentina, an area long- 
recognized for intense goiter endemicity. Most of the subjects 
were below the age of 35 and had diffusely enlarged thyroid 
glands; a few had multinodular glands. Some patients below the 
age of 15 had huge multinodular glands. Single nodules were 
rare, although in some patients one nodule would be consider- 
ably larger than the rest. Gland weights were estimated to vary 
from 40 to 280 gm. and occasionally more. The authors found 
that the iodine-deficient thyroid gland is characterized by its 
avidity for iodide. In a series of 118 clinically euthyroid patients 
in an area of todine deficiency, a wide variation in I'*! uptake 
was found, but many values were over 60° of the administered 
dose within 48 hours. A relationship was observed between the 
daily excretion of I'-" and I'*! accumulation. The rate of ac- 
cumulation of I''! in the thyroid glands of iodine-deficient 
patients was rapid, and the apparent rate of release was slow. 
When an effective thyroid-blocking drug was given, however, 
the slope of the retention curve of labeled iodine became much 
greater, indicating a rapid rate of turnover tor the I'*'. There 
was a further increase in rate of iodine release when thyrotropin 
was given. This change indicated that these thyroid glands were 
not under maximal stimulation from endogenous thyrotropin. 
Daily dietary supplements of I'2* were remarkably ineffective 
in reducing the I'*! accumulation, but exogenous thyroid de- 
pressed the uptake in most of the patients to whom it was given. 
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Aging Changes in Human Atrioventricular Node, Bundle, and Bundle 
Branches. E. E. Erickson and M. Lev.—p. 1. 

Studies in Experimental Atheromatosis: Atheromatosis and Hepato- 
Atherosis in Geese. Possible Reversibility and Clinical Implications. 
J. B. Wolffe. A. S. Hyman, M. B. Plungian and others.—p. 

Degenerative Joint Disease in Mice Fed High-Protein Diets. M. Silber- 
berg and R. Silberberg.—p. 24. 

Age Ditterences in Performance Decrement with Continuous Work. 
J. Botwinick and N. W. Shock.—p. 41. 

Studies on Aging: Correlation of Skin Morphology with Age and Hor- 
mone Excretion, J. W. Goldzieher, W. B. Rawls, 1. S. Roberts and 

A. Goldzieher.—p. 47. 

Effect of Age on Intravenous Glucose Tolerance Test. N. G. Schneeberg 
and I. Finestone.—p. 

Stability of Body Function in the Aged: Il. Effect of Exposure of Body 
to Heat. C. L. Krag and W. B. Kountz.—p. 61 

Geriatric Management of Prostatism. D. K. Rose.—p. 7] 

Retirement Practices in Business and Industry. J. Tuckman and IL. Lorge. 


—p. 77. 

Housing Circumstances of Aged in the United States, 1950. L. S. Silk. 
—p. 87. 

Labor Force Trends in the United States. E. Clague.—p. 92. 

Geriatric Medicine: Therapeutic Aspects. M. W. Warren, W. B. Kountz, 
L. A. Pratt and E. J. Stieglitz.—p. 100 
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Journal of Investigative Dermatology, Baltimore 
18:87-168 (Feb.) 1952 

Roniacol Tartrate in Treatment of Dermatitis Herpetiformis. O. S. 
Philpott, A. R. Woodburne and J. A. Philpott Jr.—p. 87 

Local Effect of 17-Hydroxycorticosterone-21-Acetate (Compound F) on 
sige Patch Test Reaction. L. Goldman, R. Preston and E. Rock- 
well.- 

of Melanin in Diadema Antillarum Philippi. 
N. Millott and F. W. Jacobson.—p. 

Environmental and Individual Factors in Etiology of Prickly Heat. G. O. 
Horne.—p. 97 

Climatic Environmental Factors in Etiology of Skin Diseases. G. O. 
Horne.—p. 107. 

Effects of Cortisone on Tissue Electrolyte Changes During Anaphylactic 
Shock in Mouse. C. T. Nelson, C. L. Fox Jr. and E. B. Freeman. 
—p. 113. 

Inhibition of Melanin Formation by Chemical Agents. C. R. Denton, 
A. B. Lerner and 1. B. Fitzpatrick.—p. 

*Repository Penicillin Therapy of Pinta in the Mexican Peasant: Clinical 
_ Serologic Survey. C. R. Rein, D. K. Kitchen, F. Marquez and 

. Verala.—p. 1 

Sicsaneaie Variations in Structure of Human Eccrine Sweat Glands. 

J. B. Holyoke and W. C. Lobitz Jr.—p. 14 


Repository Penicillin Therapy in Pinta.—-Pinta, or mal del pinto, 
is a nonvenereal treponematosis. It is a tropical disease that ts 
prevalent in the western hemisphere, Mexico alone having more 
than 250,000 cases. The present report deals with the evaluation 
of the clinical and serologic results in a series of 665 Mexican 
Indian peasants with pinta. They were treated with microcrystal- 
line procaine penicillin G in oil with aluminum monostearate 
(PAM). Blood specimens were collected from each patient for 
serologic examinations prior to treatment. Clinical and serologic 
reeXamination was possible in 350 of them, at varying intervals 
up to two years following completion of therapy. The clinical 
results with penicillin therapy were exceptionally good and far 
superior to those of any other form of therapy ever employed, 
including heavy metals, aureomycin, chloramphenicol (chloro- 
mycetin”) and streptomycin. Serologic results are also presented. 
An effective, ambulatory, single injection schedule has been 
established. Eradication of this disfiguring and stigmatizing dis- 
ease may now be possible. 


Journal Lab. and Clinical Medicine, St. Louis 
39:169-336 (Feb.) 1952 

Factors Effecting X-Ray Inhibition of Antibody Formation. L. O. Jacob- 
son and M. J. Robson.—p. 169 

*Effects of Intravenous Fat Emulsions on Human Subjects. W. A. John- 
son, S. Freeman arid K. A. Meyer.—p. 176. 

Hepatic Function and Cholesterol Tolerance in Dog. RO. Bailey and 
S. Freeman.—p. 184 
Electrophoretic Analysis of Serum in Case of Multiple Myeloma Asso- 
ciated with Amyloidosis. U. J. P. Hoessly and L. D. Greenberg. 
—p. 193 

Investigations on Reiationship Between Age of Individuals and Agglutin- 
ability of Their Red Blood Cells. L. K. Manning.—p. 198. 

Studies on Plasma Lipoproteins in Nervous System Diseases. A. A. Fisk, 
E. R. Berry and A. Chanutin.—p. 202. 

Histochemical Demonstration of Intravenously Injected Dextran in Kid- 
ney and Liver of Mouse. R. W. Mowry, J. B. Longley and R. C. 
Millican.—p. 211 

Nephrotic Syndrome in Rats; with Special Reference to Progression of 
Glomerular Lesion and to Use of Nephrotoxic Sera Obtained from 
Ducks. W. Heymann, H. Z. Lund and D. B. Hackel.—p. 218 

Serum Iron in Acute Hepatitis. R. E. Peterson.—p. 225. 

Incidence of Hereditary Hypercholesteremia. D. Adlersberg, L. E 
Schaefer and S. R. Drachman.—p. 237 

Variations in Anti-Human Globulin Titration Results: Method for 
Detecting RH» Antibodies in Extremely Low Titer. L. J. Unger and 
L. Katz.—p. 246 

Obliterating Trachcitis, Complication Following Administration of Radio- 
active lodine. R. Silberberg. M. Silberberg and F. J. Dixon.—p. 256 

Effect of Sodium and Zirconium Citrates on Distribution pd Excretion 
of Injected Radiolead. J. Schubert and M. R. White.—p. 

Prophylaxis of Malaria and Amebiasis with Milibis- 
Hoekenga.—p. 267. 

Effects of Cortisone on Bacterial Infection: Group A Hemolytic Strepto- 
coccal Infection in Rabbits. W. J. Mogabgab and L. Thomas.—p. 271 

Sensitivity Studies on Human Pleuropneumonia-Like Organisms. L. B. 
Robinson, R. H. Wichelhausen and T. McP. Brown.—p. 290. 


intravenous Injection of Fat Emulsions in Man.—Of tour 10% 
fat emulsions prepared from olive oil and 5% dextrose in dis- 
tilled water with various emulsifying agents, two emulsions pre- 
pared with 1% cerebrosides and 1% lecithin fraction as the re- 
spective emulsifying agent were tested clinically in 79 patients 
from the general medical and surgical wards. The two other 
emulsions were discarded after preliminary tests on human sub- 
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jects indicated that one solution produced a phlebitis, while the 
other caused inflammation whenever the solution entered the 
subcutaneous tissue. Results of parenteral fat injections in the 79 
patients showed that a single infusion of a 10% fat emulsion 
(1 gm. of fat per kilogram of body weight) in a four hour period 
did not cause serious complication, but was accompanied by 
some reactions, such as rise of temperature in one-third of the 
patients, sometimes accompanied by anorexia, nausea, vomiting, 
diarrhea, and headache. Lumbosacral pain, a feeling of subster- 
nal constriction, shortness of breath, cough, and urticaria oc- 
curred in a few patients. Daily injections of a 10% fat emulsion 
(1 gm. of fat per kilogram of body weight) for 24 days in two 
patients produced no evidence of toxicity. Daily injections of 
20° fat emulsions (3 to 4 gm. of fat per kilogram body weight) 
given from | to 11 days to four patients were associated with 
a decreased platelet count and prolonged bleeding time. 


Journal-Lancet, Minneapolis 

72:49-124 (Feb.) 19582 
Pain as Psychiatric Problem. L. C. Kolb.—p. 50. 
Analgesic Effect of Roentgen Rays. E. T. Leddy.—p. 55. 
Thoracic Pain in Cardiovascular Disease. T. J. Dry.—p. S8. 
Pelvic Pain from Point of View of a a E. A. Banner.—p. 62. 
Pain Relieving Drugs. E. M. Hammes Jr.—p. 
Relief of Pain in Surgical Operations and Teint R. T. Knight. 


Diagnostic and Therapeutic Nerve Blocks. J. W. Pender and J. S. Lundy. 
76. 

Painful Conditions of Upper Extremity. C. S. MacCarty.—p. 84. 
Histaminic Cephalgia. B. T. Horton.—p. 92. 

Monographs on Pain. T. E. Keys.—p. 99. 

Hyperpotassemia. C. D. Creevy and M. P. Reiser.—p. 105. 


Journal of Nervous and Mental Diseases, New York 
115:95-188 (Feb.) 1952 


Electroencepnhalographic Support for Genetically Oriented Organic Con- 

cept of Schizophrenia. L. A. Hurst.—p. 95. 

Disintegration of Central Autonomic Regulation During Fatigue and Its 

Reintegration by Psychosensory Controlling Mechanisms: Il. Reinte- 

gration. Pupillographic Studies. O. Lowenstein and I. E. Loewenfeld. 


p. 121. 

Summary of Medical Psychologic Aspects of Contemporary Alcoholism. 
R. V. Seliger.—p. 146 

Studies in Hypertension: II. Central and Autonomic Nervous System 
Reactions of Hypertensive Individuals to Simple Physical and Psy- 
chologic Stress Situations. H. Jost, C. J. Ruilmann, T. S. Hill and 
M. Jo Gulo.—p. 152. 

Calcified Solid Subdural Hematoma: Review of Literature = acne of 
Unusual Case. W. H. Mosberg Jr. and G. W. Smith.—p. 16 


Journal of Thoracic Surgery, St. Louis 
23:111-218 (Feb.) 1952 


*Open Pneumonolysis—Its Value and Limitations: Review of 36 Operated 
Cases. T. Bruce and C. Crafoord.—p. 
*Pulmonary Decortication in Tuberculosis: Report of 22 Cases. J. J. 
Quinlan, V. D. Schaffner and J. FE. Hiltz.—p. 125. 
Unusual Sternal Deformity with Cardiac Symptoms—Operative Correc- 
M. M. Ravitch.—p. 138. 
Epiphrenic Diverticula of Esophagus. H. I. Goodman and I. H. Parnes. 
p. 145. 
Single Left Superior Vena Cava, with Aortic Coarctation, in an Adult: 
Case Report. F. N. Brown.—p. 
Carcinoma of Trachea. F. G. Kergin. ~~, 164, 
Bronchial Obstruction with Chronic Atelectasis and Pneumonitis Due to 
Hilar Lymphadenitis After Lobectomy and Lingulectomy: Case Report. 
J. Y. Templeton IIIl.—p. 169. 
Retinal Ischemia with Unilateral Blindness—-Complication Occurring 
During Pulmonary Resection in Prone Position: Report of Two Cases. 
H. E. Walkup and J. D. Murphy.—p. 174 
Combined Streptomycin and Tuberculin Therapy in Fxperimental Tuber- 
culosis. H. C. Ballon, A. Guernon and M. A. Simon.—p. 176 
Simple Cardiac Defibrillator. G. L. Birnbaum.—p. 183. 
Surgical Treatment of Multiple Arteriovenous Fistulas in Right Lung in 
a Patient Having Undergone Left Pneumonectomy Seven Years Earlier 
for Same Disease. B. C. Charbon, W. E. Adams and R. F. Carlson. 
—p. 188. 
Useful Bronchial Clamp. W. J. Burdette.—p. 197. 
Gangrene of Arm Following Use of Subclavian Artery in Pulmonosys- 
temic (Blalock) Anastomosis. W. R. Webb and T. H. Burford.—p. 199. 
Fibroma of Lung: Case Report. P. D. Crimm and F. L. Kiechle.—p. 205. 


Open Pneumonolysis.— Although open intrapleural pneumonoly- 
sis was performed as early as 1908, only 100 open, as compared 
to 5,000 closed pneumonolyses, were performed before 1938. 
Swedish surgeons gave their attention again to this method in 
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the early 1940's, and in this report they describe their experi- 
ences with this technique in 36 cases. Open intrapleural pneu- 
monolysis was decided on either because closed division of ad- 
hesions seemed inadvisable or because artificial pneumothorax 
would otherwise have to be terminated in favor of thoracoplasty 
or, in a few instances, extrapleural pneumothorax. The operation 
was carried out because of a cord-type of adhesion or because 
of fusion of the visceral and parietal pleuras. On the basis of 
the results they obtained, the authors conclude that in the short, 
cord-type of adhesions, in which closed pneumonolysis involves 
risk of pulmonary trauma or hemorrhage, open pneumonolysis 
is advisable. In fusion of the visceral and parietal pleuras, the 
value of open pneumonolysis is considerably more limited, owing 
to: (1) the risk of pulmonary trauma during, and hemorrhage 
following, the operation; (2) pleural complications, particularly 
empyema, with their sequelae of pleural thickening, fixation of 
the diaphragm, and pulmonary inexpansibility. Thoracoplasty, 
which is usually the alternative measure, is less hazardous, and 
as cavity closure is generally obtained by both methods, thoraco- 
plasty is preferable in most cases. Apart from certain exceptional 
cases, Open pneumonolysis of pleural fusion should be employed 
only when aliernative collapse measures would have to be so 
extensive that the function of the diseased lung will be greatly 
reduced, or possibly lost. 

Pulmonary Decortication in Tuberculosis.—Pulmonary decorti- 
cation involves peeling from the surface of the pleura abnormal 
fibrinous layers that have formed over it and prevented re- 
expansion of the lung. Quinlan and associates performed pul- 
monary decortication in One patient with unexpandable lung and 
no infection, in seven patients during pulmonary resection, and 
in 14 with tuberculous empyema. In 11 of the 14 empyema cases 
there was complete obliteration of the pleural space; in one 
the space, while becoming smaller, did not completely obliterate: 
and in two there was no decrease in the size of the empyema 
cavity without the assistance of further surgery. Although their 
experience is limited, the authors are favorably impressed with 
the results of pulmonary decortication, especially in tuberculous 
empyema. The so-called unexpandable lung without empyema 
seems particularly suited to this operation, as in these cases the 
peel is usually thin and very loosely attached. In resection, the 
decortication procedure renders unnecessary thoracoplasty or 
other collapse procedure to obliterate a space. Pneumonectomies 
that were once thought impossible are now greatly simplified 
by the finding of the cleavage plane between the visceral peel 
and the visceral pleura. 


Kentucky State Medical Assn. Journal, Bowling Green 
50:51-94 (Feb.) 1952 

Present Trends in Colon Surgery. A. W. Alien.—-p. 51. 

Carcinoma of Thyroid Gland. E. C. Strode.—p. 57 

Acute Benign Pericarditis Simulating Acute Myocardial Infarction. W. H. 
Rosenblatt and H. L. Clay Jr.—p. 64. 

Daniel Drake and His Medical Classic. E. F. Horine.—p. 68. 

Medical Relationships in Industrial Health. J. F. McCahan.—p. 79. 


Minnesota Medicine, St. Paul 
35:97-184 (Feb.) 1952 


Some Observations on Recognition and Treatment of Commoner Forms 
of Hepatic Cirrhosis. C. J. Watson.—p. _ 

Rehabilitation of the Hemiplegic Patient. J. R. Brown.—p. 136. 

Positive Findings in Functional Disorders. G. R. Kam- 
man.—p. 141. 

Hemorrhage in Rectus Muscle. H. H. Joffe and D. J. Van Ryzin.—p. 144. 

Lumbo-Dorsal Fascia and Chronic Backache. R. J. Dittrich.—p. 147. 

Minnesota Program for Control of Brucellosis. R. L. West.—p. 152. 


Missouri State Medical Assn. Journal, St. Louis 
49:195-290 (March) 1952 
SYMPOSIUM ON POLIOMYELITIS 
Management of Acute Poliomyelitis. J. J. Muenster.—p. 209. 
Prescription of Physical Therapy in Poliomyelitis. 8S. Mead.—p. 215. 
Factors Influencing Psychologic Reactions to Crippling Disorders. 
B. McD. Caldwell.—p. 219. 
cing care for Patient with Bulbar Poliomyelitis. F. J. Kottke. 
pea , for Surgical Rehabilitation of Hand in Poliomye- 
litis. T. Gucker 3rd.—p. 227. 
Differential Diagnosis of Poloencephalomyelitis. D. L. Thurston 
—p. 230. 
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New England Journal of Medicine, Boston 


246:243-280 (Feb. 14) 1952 

Surgery of Advanced Pelvic Cancer in Women. H. Ulfelder and J. V. 
Meigs.—p. 243. 

Effects of ACTH and of Cortisone on Platelets in Idiopathic Thrombo- 
penic Purpura. B. M. Jacobson and W. D. Sohier.—p. 247. 

Solitary Jejunal Metastasis 20 Years After Removal of Renal-Cell 
Carcinoma: Report of Case. A. Starr and G. M. Miller.—p. 250. 

Tissue Necrosis Following Subcutaneous Infiltration with Nor-Epineph- 
rine: Report of Two Cases. H. P. Greenwald, A. Gootnick, N. M. 
Luger and J. A. King.—p. 252. 

Digitalis Poisoning and Its Treatment. B. M. Cohen.—p. 254. 

Medical Writing as Observed by a Reader. R. I. Lee.—p. 260. 


New York State Journal of Medicine, New York 
§2:385-512 (Feb. 15) 1952 

*Thiouraci! Drugs in Treatment of Chronic Ulcerative Colitis. R. A. 
Herfort and H. H. Livingston.—p. 431. 

Effect of Khellin in Coronary Artery Insufficiency as Evaluated by 
Electrocardiographic Tests. H. I. Russek, F. D. Regan, W. H. Ander- 
son and others.—p. 437 

Roentgen Diagnosis of Spontancous Internal Biliary Fistula. S. B. Clark. 
445 

Current Trends in Treatment of Pulmonary Tuberculosis. E. Mayer. 


Studies to Determine Whether Mongolian Idiots Can Be Sufficiently 
Trained to Take Part in Society. H. Morelewicz, J. Swierat and 
J. Bembenista.—p. 451. 


Torsion of Ovarian Neoplasms. G. Schaefer, E. C. Veprovsky and 
F. Carpenter.—p. 454. 

Possible Relationship of Lipids in Liver and Bone Marrow: Preliminary 
Report. M. Texon and L. J. Goldwater.—p. 458 

Specific Method of Spinal Anesthesia for Culdoscopic Examination, 
B. A. Greene and A. Biezunski.—p. 461. 

Cancer Death Rates, Topography, and Terrestrial Radiation. J. Meyers 
and V. F. Hess.—p. 463. 


Thiouracil in Chronic Ulcerative Colitis.—Thiouracil com- 
pounds have been used in patients with chronic ulcerative colitis 
because of the chemical similarity of the thiouracils to the syn- 
thetic S-methyl uracil that Spies and his co-workers found effec- 
tive in treatment of the diarrhea and anemia of tropical sprue. 
In this paper Herfort and Livingston report on 15 patients with 
ulcerative colitis, 8 of whom were treated with thiouracil and 7 
with propylthiouracil. Thiouracil was administered orally in 
doses of 200 mg. three times daily. Propylthiouracil was taken 
in doses of 100 mg. three times daily. The duration of treatment 
varied, but all patients were treated for at least three months. 
These drugs had a beneficial effect as evidenced by subsidence 
of diarrhea with consequent weight gain, improvement of the 
secondary anemia, and healing of the mucosal lesions as ob- 
served through the proctosigmoidoscope. The response of these 
15 patients suggests that the thiouracil compounds may be of 
benefit in treatment of chronic ulcerative colitis. However, it 
should be emphasized that assay of any treatment is difficult in 
this disease, as patients suffering from it are notoriously sug- 
gestible. A possible explanation for the action of thiouracil in 
this disease was offered by Fllis and Root, who noted that the 
serum and homogenized liver of rats given thiouracil possessed 
cholinesterase activities twice those of the control animals. 
Thiouracil by increasing serum cholinesterase activity inhibits 
the effect of acetylcholine, which ts regarded as the chemical 
mediator of the parasympathetic nervous system. As a conse- 
quence, thiouracil would depress the vagal activity, a factor in 
chronic ulcerative colitis. 


Pediatrics, Springfield, Til. 

9:141-262 (Feb.) 1952 

Some Aspects of Chemical Composition, Physiology and Pathology of 
Intracellular Fluid. W. M. Wallace.—p. 141. 

Anomalies of Pulmonary Veins and Their Surgical Significance: Report of 
Three Cases of Total Anomalous Pulmonary Venous Return. H. G. 
Parsons, A. Purdy and B. Jessup.—p. 152. 

Paroxysmal Tachycardia in Infants and Children: Study of 41 Cases. 
A. 8. Nadas, C. W. Daeschner, A. Roth and S. L. Blumenthal.—p. 167. 

Coagulation Studies in the Newborn Infant: Il. Normal Infants. B. J. 
Grossman, R. M. Heyn and I. H. Rozenfeld.—p. 182. 

Brain Abscess Associated with Congenital Heart Disease. R. Gluck, 
J. W. Hall and L. D. Stevenson.—p. 192 

Hypotonic Cerebral Palsy in Mental Defectives. H. Yannet and F. Hor- 
ton.—p. 204. 

Further Studies on Influence of Histamine on Platelet Activity, with 
Especial Reference to Its Action on Blood of Hemophiliac Patient. 
H. N. Sanford, F. R. Hall and S. Butler.—p. 212. 

Localized Hypertrophic Emphysema. R. R, Shaw.—p. 220. 
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Physiological Reviews, Baltimore 
32:1-122 Jan.) 1952 
Intrapulmonary Distribution of Inspired Gas. W. S. Fowler.—p. 1. 
‘Paralytic Secretion’ of Saliva: Example of Supersensitivity After Dener- 
vation. N. Emmelin.—p. 21. 
Histamine in Blood. C. F. Code.—p. 47. 
Cobalt, Copper and Molybdenum in Nutrition o 
H. R. Marston.—p. 66. 


Animals and Plants, 


Proc. Soc. Exper. Biol. & Med., Utica, N. Y. 
79:199-338 (Feb.) 1952. Partial Index 

‘Effect of BAL on Survival of Rats After Lethal Doses of Polonium. 
J. B. Hursh.—p. 210. 

In Vitro Effect of Aureomycin, Terramycin, and Chloramphenicol on 
Typhus Rickettsiae. A. Karp and J. C. Snyder.—p. 216. 

Rapid Determination of Plasma Tocopherols. M. Farber, A. T. Milhoart 
and H. Rosenkrantz.—p. 225. 

Proteinuria in Experimental Renal Hypertension. L. J. Rather.—p. 244. 

Cytologic Changes in Rat Adenohypophysis Following Administration of 
Adrenocorticotrophin or Cortisone. A. Golden and P. K. Bondy. 


Uptake of Radioactive Vitamin By. by Various Microorganisms. R. L. 
Davis, L. L. Layton and B. F. Chow.—p. 273. 

Influence of Diet on Stability of Rat Erythrocytes. J. W. Harman. 
—p. 301, 

Effect of Steroids upon Resistance of Skin to Intracutaneous Injection, 
C. A. Winter and L. Flataker.—p. 312. 

Serological Analysis of Components in Hemopoietic Tissue. B. Bjorklund. 
—p. 324 


Effect of Dimercaprol After Lethal Doses of Pelonium.—Since 
earlier experiments had demonstrated that dimercaprol (BAL) 
administered intramuscularly after single intravenous doses of 
polonium doubles the 10 day total excretion and brings about a 
shift of polonium from the bone marrow, spleen, and testis into 
muscle tissue, it Was believed that dimercaprol would significant- 
ly modify the toxicity of polonium. Experiments that were per- 
formed to test that belief are described in this report. Control 
rats injected with a lethal dose of polonium (36 “c per kilogram 
of body weight) had a median survival time of 22 days, whereas 
the dimercaprol-treated group had a median survival time of 8&9 
days. Blood studies of control rats showed the typical picture of 
hemopoietic failure in contrast with well sustained cell and plate- 
let levels found in the dimercaprol-treated group. The difference 
is believed to be due to a reduced radiation exposure of the spleen 
and marrow caused by the action of dimercaprol in accelerating 
excretion and in diverting polonium from the hemopoietic organs 
into muscle. 


Proc. Staff Meet. Mayo Clinic, Rochester, Minn. 
27:89-104 (Feb. 27) 1952 


*Aureomycin Calcium Caseinate: New Preparation Associated with Low 
Incidence of Nausea and Vomiting. P. R. Manning and W. E. Well- 
man.—p. &9. 

Importance of Attention to Potassium Disturbances in Surgical Patients. 
W. P. L. Myers and J. W. Kirklin.—p. 94. 

Wolff-Parkinson-White Syndrome Associated with Situs Inversus: Report 
of Case Simulating Myocardial Infarction Electrocardiographically. 
L. G. Bartholomew and H. B. Burchell.—p. 98. 


Prevention of Nausea and Vomiting in Aureomycin Therapy. 
—Aureomycin and terramycin§ frequently cause anorexia, 
nausea, and vomiting when they are administered orally. Numer- 
ous studies have shown that these symptoms can be eliminated 
or greatly reduced by simultaneous administration of various 
antacids. However, since the simultaneous ingestion of different 
capsules, tablets, and liquid medicaments may prove confusing 
and troublesome to some patients, a single tablet or capsule that 
contained both the antibiotic and antacid would be desirable. 
Manning and Wellman employed tablets containing the follow- 
ing ingredients: aureomycin calcium caseinate, 125 mg., cal- 
cium caseinate, 200 mg., and calcium carbonate, 50 mg. Aureo- 
mycin blood levels after oral administration of aureomycin cal- 
cium caseinate are comparable to those obtained with regular 
aureomycin. In a group of 24 patients treated with aureomycin 
calcium caseinate, 20 experienced no anorexia, nausea or vormit- 
ing, | patient noticed anorexia, 2 patients had nausea, and | 
patient suffered from both nausea and vomiting. Of a group of 
six patients who had previously experienced nausea and vomiting 
while taking regular aureomycin, five were completely free of 
these symptoms when aureomycin calcium caseinate was used. 
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One patient noticed no benefit on being changed to aureomycin 
calcium caseinate. A seventh patient who noticed only nausea 
with regular aureomycin felt considerable but not complete re- 
lief when aureomycin calcium caseinate was substituted. Aureo- 
mycin calcium caseinate was given also to three patients who 
were unable to take terramycin because of nausea and vomiting. 
This substitution gave complete relief. 


Public Health Reports, Washington, D. C. 
67:121-222 (Feb.) 1952 
Aging: Implications for Public Health. C. Tibbitts.—p. 121. 
Therapy with Cortisone. C. P. Silirie.—p. 142. 
Conjunctivitis in Elementary Schools. D. J. Davis and V. D. Hines. 


—p. 145. 
Research in Epidemiology of Mental Illness. R. H. Felix and M. Kramer. 
p. 152 


Research for Improved Nursing Practices. L. Petry, M. Arnstein and 
P. Mclver.—p. 183. 

Tuberculosis Case-Finding Survey Program of the Veterans Administra- 
tion. L. V. Schneider and M. Robins.—p. 189 

Terramycin for Nongonococcic Urethritis and Rciter’s Disease. R. R. 
Willcox and G. M. Findiay.—p. 196. 


Radiology, Syracuse, N. Y. 
$8:161-324 (Feb.) 1952. Partial Index 
Studies on Value of Serial Films in Estimating Progress of Pulmonary 


Disease. L. H. Garland, E. R. Miller, H. B. Zwerling and others. 
p. 161. 

Variations in Roentgen Appearance of Skeletal System in Myeloma. 
S. Heiser and J. J. Schwartzman.—p. 178. 

Radiation Therapy of Non-Traumatic Painful Shoulder. E. L. Jenkinson, 

Norman and J. A. Wilson.—p. 192 

Significance of Calcification in Pulmonary Coin Lesions. H. Abeles and 
A. D. Chaves.—p. 

Roentgen Manifestations of Acute Intermittent Prophyria. G. L. Calvy 
and C. C. Dundon.—p, 204. 

Methocel-Diodrast: Viscous Water-Soluble Contrast Medium for Bronch- 
ography: Roentgen and Clinical Results in 23 Cases. E. Salzman, 

E. Peck and A. J. Neerken.—p. 209. 

Pulmonary Adenomatosis (Alveolar-Cell Tumors): Report of Two Cases. 
R. W. Lackey.—p. 215. 

Osteogenesis Impertecta. D. D. Gain and D. E. Lawson.—p. 221. 

Anomalous Hyoid: Review of Literature and Report of Case. E. W. 
Klinefelter.—p. 224 

Acute Pneumocholecystitis: Case Report and Brief Review of Literature. 
A. F. Rocco, R. R. Hunt and J. Savran.—p. 228. 

Clinical Experience with ralapaee. New Gallbladder Compound. R. H. 
forgan and H. B. Stewart.—p. 231. 

Lithopedion: Case Report and Survey. 8S. D. Hemley and A. Schwinger. 

Comparative Study of X-Ray Transmission in Thorax and Abdomen in 
Living Subjects. J. R. Nahon and C. P. Naidorf.—p. 241. 

*Relationship Between Adrenal Cortex and Radiation Sickness: Review of 
Literature and Presentation of New Data. E. C. Porter.—p. 246 


The Adrenal Cortex and Radiation Sickness.—In this paper 
Porter presents new evidence that the adrenals are involved in 
radiation sickness. This evidence was gained from studies on 36 
patients undergoing radiation therapy for such conditions as 
Hodgkin's disease, polycythemia vera, myasthenia gravis, myelog- 
enous leukemia, malignant melanoma, sarcoma, and carci- 
noma. Treatment was carried out with a variety of techniques, 
Eosinophil counts were performed daily or, when this was im- 
possible, at frequent intervals before, during, and after the treat- 
ment period. On only five patients were 17-ketosteroid urinary 
levels obtained. All of the patients in whom a significant de- 
pression of the eosinophil count occurred in the course of treat- 
ment suffered from some form of radiation sickness. Twenty-six 
patients showed no significant depression of the eosinophil count. 
Four of these patients, however, started therapy with abnor- 
mally low counts. In three of these radiation sickness developed 
immediately after the first treatment, and in two it was severe. 
In the fourth patient it Was necessary to stop treatment because 
of the sickness. Thus the development of radiation sickness may 
be predicted if eosinopenia exists prior to irradiation. Of the 22 
patients who did not show a significant depression of the eosino- 
phil count during therapy, none showed evidence of vomiting, 
only 4 were nauseated. It is believed that the adrenal response 
is a major factor tn alleviating radiation sickness, and the author 

Suggests that the evaluation of treatments for irradiation sick- 
ness may have to be revised, in that the patient may be “treat- 
ing” himself through the mechanism of his own adrenal cortical 
response. This phenomenon may explain many of the “good 
responses” to medication described in the literature 
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Rhode Island Medical Journal, Providence 
35:1-64 (Jan.) 1952 


Who Sees the Psychiatrist? L. A. Senseman.—p. 17. 

Gastric Ulcer and Gastric Carcinoma: Review of Experience at the 
Providence Veterans Hospital. P. Cooper and T. F. FitzGerald.—p. 20. 

The Battle of Liberty Against Socialism. Senator R. A. Taft and Senator 
H. F. Byrd.—p. 37. 

35:65-120 (Feb.) 1952 

Diathermy Regulations. C. P. Williamson.—p. 70. 

Nephrosis—Long Remission After ACTH. H. Hecker and R. E. Stevens. 
—p. 8 

Dermatoses of Newborn. A. B. Kern.—p. 85 


Surgery, Gynecology and Obstetrics, Chicago 
94:129-256 (Feb.) 1952 
Experimental Study of Aortic Valve Homogratts. C. R. Lam, H. H. Aram 
and E. R. Munnell.—p. 129. 
Operative Treatment of Flatfoot. B. L. Schoolficld.—p. 136 
Simultaneously Occurring Placenta Previa and Placenta Accreta. R. W 
Kistner, A. T. Hertig and D. E. Reid.—p. 141. 
*Relationship Between Biliary Tract and Coronary Artery Disease. M. B 
alters and A. M. Master.—p. 152. 
Dumbbell (Hourglass) Neurofibromas Affecting Spinal Cord. J. G. Love 
and H. W. Dodge Jr.—p. 161. 
Cancer Mortality: Failure of Control Through Case-Finding Programs 
(Summary). N. E. McKinnon.—p. 17 
‘Treatment of Urinary Stress Incontinence: With Results in 117 Patients 
Treated by Active Excercise of Pubococevgei. E. G. Jones and A. H 
Kegel.—p. 179. 
Kuntscher Nail in Treatment of Fractures of Tibia and Fibula. J. E. M 
Thomson.—p. 18 


Adenomatous Polyps of Colon and Rectum: Challenge in Cancer Pro- 
phylaxis. W. E. DeMuth Jr., P. J. Cherney and W. 1. Fitts Jr.—p. 195. 

Employment of Beaded Wires in Fractures of Forearm. E. H. White 
—p. 201 

Experimental Studies on Reversal of Circulation in Lower Extremity 
T. H. Palmer and C. S. Welch.—p. 206 

Studies on Bone Marrow Cavity of Dog: Fat Embolism and Marrow 
Pressure. E. D. Bloomenthal, W. H. Olson and H. Necheles.—p. 215 

Clinicai Study of Ligation on Inferior Mesenteric Artery in Lett Colon 
Resection. G. W. Ault, A. F. Castro and R. S. Smith.—p. 223 

Spienectomy for Fulminating Episode of Essential Thrombocytopenic 
Purpura. A. P. Giannini.—p. 229. 

Acute Appendicitis in Aged. W. 1. Welff and R. Hindman.—p. 239. 


Relation Between Biliary Tract and Coronary Artery Disease. 
—Reports on the frequency with which myocardial disorders, 
particularly “anginoid pains,” are associated with gallbladder 
disease induced Walters and Master to attempt to clarify the 
relationship of biliary disease and cardiac symptoms and signs. 
They made a thorough study of 45 patients who had roentgeno- 
graphic or surgical evidence of gallbladder disease. Of the 17 
patients who had acute gallbladder disease, 9 had a normal and 
8 an abnormal electrocardiogram. Of the 28 patients with 
chronic gallbladder disease, 10 had cardiovascular symptoms in 
the form of angina pectoris and 18 were free of such symptoms. 
Since gallbladder and coronary artery disease are frequently as- 
sociated, and since the symptoms of one may simulate those ot 
the other, it is important to differentiate the two conditions. The 
differential diagnosis is aided by careful history taking and by 
the two step exercise test, which may provide objective evidence 
of coronary insufficiency when the resting 12 lead electrocardio- 
gram indicates normal function. An acute gallbladder attack 
may, through a vasovagal reflex, precipitate acute coronary tn- 
sufficiency in patients who have preexisting coronary artery 
disease. The cardiac disorder may improve after cholecystitis 
or cholelithiasis has been counteracted by cholecystectomy. The 
acute anginal pain and the other cardiac symptoms may disap- 
pear, as Well as the abnormal electrocardiographic changes. The 
underlying disease of the coronary arteries, however, is not at- 
fected by such surgical procedures. Since gallbladder disease and 
disease of the coronary arteries occur in the same age group and 
since both may have a common etiologic basis,-thei frequent 
association is probably coincidental. 


Cancer Mortality: Failure of Case-Finding Programs.—C ancer 
case-finding programs were organized tor the purpose of reduc- 
ing cancer mortality and a wide variety of programs have pro- 
vided controlled observations over 20 to 30 years. Breast cancer 
mortality has not declined or changed its trends regardless of the 
presence or absence of case-linding programs. Evidence accepted 
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as supporting the value of early treatment made no allowance 
for different lethal types and for inability to differentiate between 
those types. Further, as staging is more a classification of type 
than of time and stage | includes cases of short and long dura- 
tion, results in stage 1 cases are not evidence of results of 
early treatment. Evidence from analysis of cases indicates that 
the type of breast cancer rather than the duration of growth or 
the treatment determines the outcome. These findings relative 
to breast cancer also apply to other metastasizing cancers. In 
those that, untreated, usually cause death by local extension be- 
fore remote metastases occur, treatment can prolong life; in 
nonmetastasizing cancer (indistinguishable morphologically 
from metastasizing cancer) treatment can cure, but in both these 
forms of cancer, treatment within a reasonable time after the 
first indications of a lesion gives almost the same results as ear- 
lier treatment. Any attempt to reach these cancers in a pre- 
clinical state carries with it limitations in diagnosis, a potentiality 
for much harm, and but little good; moreover, nonmetastasizing 
cancer contributes only a small part of cancer mortality. For the 
vast majority of cancer deaths, the high hopes of control have 
not been realized. The failure of early treatment to reduce mor- 
tality shows that remote metastases occur before interference 
is possible. Case-finding and control programs have not accom- 
plished and cannot accomplish the purpose for which they were 
established. If they are to be continued, they should be changed 
to agencies for the study of cancer in the field and for providing 
care rather than promising cure. 


Exercise of Pubococeygei in Treatment of Urinary Stress In- 
continence.—Operaltive correction of incontinence has been 
based on the concept that most patients with stress incontinence 
nave an injury to the supporting fascia planes or tissues of the 
anterior vagina. The fact that surgical correction still results in 
20° failure is an indication that this concept is inadequate. The 
physiological teat of exercising the pubococcygeus muscle to 
overcome incontinence was first described by Kegel in 1948. He 
employed a purely physiological mechanism to improve the tone 
of the urethra by increasing the strength of the perturethral 
fibers. This adds an entirely new method of improving urinary 
control, which may be used to complement surgery or be used 
entirely independent of surgery. In this paper Jones and Kegel 
show the logic of this treatment, which they used in 117 patients 
with stress incontinence. Good results were obtained in 8&1 pa- 
tients (69°). There were 37 patients who continued to be in- 
continent despite previous surgery on the anterior vagina. A good 
result was obtained by exercise in 27. Thirty-four patients with 
“cystocele” and 14 with “urethrocele” were followed for at least 
two months, unless an excellent result was obtained sooner. 
Good results with exercise alone were obtained in 85% and 
93° of these respective groups demonstrating that bladder and 
urethral position alone were not major factors in the maintenance 
of continence, as these remained unchanged after continence 
was regained. These results demonstrate the importance of active 
exercise of the pubococcygeus muscle in restoration and main- 
tenance of continence. Techniques of examination are described 
that will separate more accurately the patient who definitely re- 
quires surgery from the patient who can be cured by exercise 
alone. Only when there is extreme damage to the intrinsic muscle 
of the urethra or of the nerves of the urethra will exercise of 
the pubococevgeus or plication operations not be of benefit. 


Texas State Journal of Medicine, Fort Worth 
48:61-116 (Feb.) 1952 
Menstrual Disorders: 1. During Adolescence. R. G. Swearingen.—p. 65. 


Id.: Il. During Childbearing Period. F. A. Snidow.—p. 69 

Id.: Ul. Abnormal Uterine Bleeding During and After Climacteric 
W. R. Cooke.—p. 71. 

Obstetric Complications: I, Bleeding During Last Trimester of Pregnancy. 
W Mengert.—p. 76. 

Id.: Il. Pregnancy Toxemia with Emphasis on Treatment. H. W. Johnson. 
—p. sO. 

Id.: I. Treatment of Common Postpartum Complications. G. H. Petta 
and D. M. Voulgaris.—p. 84. 

Transverse Abdominal Incision in Pelvic Surgery. J. J. Delany and W. W. 
Stephen.—p. 8&8. 
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Acta Haematologica, Basel 
7:65-128 (Feb.) 1952. Partial Index 


*Clinical and Hematological Aspects of Malignant Reticulosis. P. Cazal. 


—p. 65. 

Cells. of Hematopoietic Mesenchyma in Peripheral Blood (Mesenchymal 
Reactions). A. Hittmair.—p. &6. 

Effect of Rutin on arg Thrombecytopenic Purpura in Rats. 
S. Witte and K. Wilmes.—p. 

Suggestions for Counts of So-C Sao Erythrocytes with Vital Granulation 
(Reticulocytes). R. Gross and B. Schwarzkopf.—p. 106 


Malignant Reticulosis.-Malignant reticulosis is characterized 
by an invasive. irreversible, atypical, and systemic proliferation 
of reticulohistiocytic cells. According to the localization of this 
proliferation, it is possible to distinguish three clinical forms: 
(1) the visceral or pseudoleukemic forms, with involvement of 
the hematopoietic organs (the spleen, the liver, and the lymph 
nodes): the dermatological forms, with initial and predominant 
involvement of the skin; and a form with which young children 
are affected. known among American pediatricians as Abt- 
Letterer-Siwe disease. Asthenia, loss of weight, and anemia are 
the most frequent general manifestations. As a rule there is 
moderate intermittent elevation of temperature not exceeding 
101.4 F, with daily recurring rises in the terminal stage. A 
hemorrhagic syndrome characterized by purpura, bleeding of 
gums and tongue, and occasionally epistaxis is observed in one- 
fourth of the cases. In the final stage cachectic or compression 
edema of the lower extremities and abdomen may be manifested. 
The disease is always fatal. An acute form resulting in death in 
less than six weeks occurs in about one-fourth of the cases, while 
the subacute or chronic forms are more frequent and charac- 
terized by exacerbations and remissions. The hematological 
aspects of malignant reticulosis are as polymorphous as_ its 
clinical aspects. Three torms may be distinguished as follows: 
with the first there are a somewhat normal or reduced ratio of 
leukocytes and occasional nonspecific blood disturbances; with 
the second a moderate leukocyte ratio and the appearance of 
atypical monocytes (so-called paramonocytes); and with the 
third a monocytic leukemia of Schilling type, with “blastoid 
cells” appearing side by side with atypical monocytes. Malignant 
reticulosis must be differentiated from monocytic leukemias of 
the Naegeli or Marshal types, malignant lymphogranulomatosis, 
mycosis fungoides, eosinophilic granuloma, xanthomatosis, and 
reticulesarcoma. 


Acta Orthopaedica Scandinavica, Copenhagen 
21:15S-242 (No: 3) 1951. Partial Index 


*Resection of Knee- — in Tuberculosis: Re-Examination of 369 Cases. 
5 


Brodin.—p. 
*Radical Treatment a Bone and Joint Tuberculosis, Introduction. S. Orell. 
—p. 187. 


Chemotherapy and Surgical Treatment in Bone and Joint Tuberculosis. 
S. Orell.—p. 190. 

Combined Surgical and Chemo-Therapy of Abscesses in Bone and Joint 
Tuberculosis, Early Results. P. Ostman.—p. 204. 

Surgical Intervention on Paravertebral Tuberculous Abscesses. C. Hirsch. 
—p. 211 


Resection of Knee Joint in Tuberculosis.—Results obtained by 
surgical therapy in tuberculosis of the knee joint before the ad- 
vent of chemotherapy and antibiotics were studied in a series of 
369 cases. Indications for surgical intervention were wide, except 
among children, who were seldom operated on. The joint was 
opened, total synovectomy performed, and abscesses either 
curetted and cauterized with phenol and alcohol or extirpated. 
The articular cartilage and a thin layer of the bone lamellae were 
removed from every articular surface and any persistent foci 
curetted; then the ends of the bones were set in place and the 
knee was fixed usually in a 5 degree flexion and 0-5 degree valgus 
position. The period of postoperative bed rest ranged from | 
to 11 weeks in cases without complications; as much as 96 weeks 
was required in some cases. Complications were more frequent 
when there were multiple tuberculosis, tuberculous abscesses in 
the knee joint, and an increased erythrocyte sedimentation rate 
before the operation. Preoperative fistula and existence of the 
illness for less than two years before operation apparently in- 
creased the risk of complications; advanced age, extensive roent- 


J.A.M.A., June 21, 1952 


genological changes, and shortness of preoperative treatment had 
no obvious effect on the incidence of complications. Two deaths 
are known to have occurred as a direct result of the operation, 
one as the result of meningitis three months after the operation. 
Eleven patients died more than three months postoperatively 
while still hospitalized. The mortality after leaving the hospital 
was greater among patients with multiple tuberculosis, especially 
when foci were found in the lungs, than among those in whom 
the Knee alone was involved. Working capacity was ultimately 
recovered by 96% of the patients who were otherwise capable 
of working; 84° returned to work within two years. Ankylosis 
occurred in from 2 to 21 months; most patients were able to 
walk without difficulty. Stiffness of the knee apparently does not 
necessarily influence working capacity or the manner of living. 


Radical Treatment of Bone and Joint Tuberculosis.—A method 
of treatment of bone and joint tuberculosis, using p-amino- 
salicylic acid as the basic medication and streptomycin for gen- 
eral and local protection in connection with operative inter- 
vention, has been developed at St. Gorans Sjukhus in Stockholm. 
Operation has been performed for radical elimination of bone 
foci, evacuation of cold abscesses, and stabilization in cases 
with slight bone changes and no pronounced abscesses. Results 
so far indicate that chemotherapy and antibiotics increase the 
possibilities of healing following radical operative treatment of 
the bone foci; that primary healing of abscesses in bone and 
joint tuberculosis usually takes place; and that drainage of the 
abscesses results in improvement of the general condition. The 
danger that operative measures will spread and activate the 
tuberculosis is slight if the courses of streptomycin are as short 
as 14 days; in such cases, bacterial resistance does not develop 
and toxic complications are minimal. Additional advantages of 
this method are shortening of the period of treatment and 
restoration of joint mobility. 


British Journal of Cancer, London 
§:375-460 (Dec.) 1951 


Distinctive Features of Tumours of Salivary Glands in Malaya. A. T. H. 
Marsden.—p. 375. 

Carcinoma and Asbestosis of Lung: Report of Case. T. K. Owen.—p. 382. 

Evaluation of some Biochemical Tests for Cancer. P. M. G. Broughton, 
G. Higgins and J. R. P. O'Brien.—p. 384 

Radioactive Metallic Goid Colloids Coated with Silver and Their Distri- 
bution in Lung and Its Lymphatics Following Intra-Pulmonary Admini- 
stration: Therapeutic Implications in Primary Lung and Bronchiogenic 
Tumors. P. F. Hahn and E. L. Carothers.—p. 400. 

Invasive Red-Pigmented Tumour (Erythrophoroma) in Red Male Platyfish 
(Platypoecilus Maculatus Var. Rubra). F. N. Ghadially and H. 
Whiteley.—p. 405. 

Mouse Liver Catalase: Antagonistic Effect of Tumour Tissue upon 
Hormonal Control Mechanisms. D. H. Adams.—p. 409. 

Transplantation of Skin Components During Chemical Carcinogenesis 
with 20-Methylcholanthrene. R. E. Billingham, J. W. Orr and D. L 
Woodhouse.—p. 417. 

Local Greying of Hair in Mice Treated with X Rays and Radiomimetic 
Drugs. E. Boyland and §S. Sargent.—p. 433 

Reactivity of Aromatic Bonds, with Reference to Carcinogenic Com- 
pounds of 1:2-Benzanthracene. H. H. Greenwood.—p. 441. 


British Medical Journal, Lendon 
1:397-448 (Feb. 23) 1952 


Observations on Prolonged Cortisone Administration in Rheumatoid 


Arthritis. . C. Copeman, O. Savage, P. M. F. Bishop and others. 
—p. 397, 

Sickle-Cell Trait in Southern India. H. Lehmann and M. Cutbush. 
—p. 404, 


Sickle-Cell Trait in Western Nigeria: Survey of 1,881 Cases in the 
Yoruba. D. B. Jelliffe and J. Humphreys.—p. 405. 

*Iron and ‘“‘Physiological’’ Anaemia of Pregnancy. N. Benstead and G. W. 
Theobald.—p. 407. 

Haemoglobin Levels in Adults and Children. W. T. C. Berry, P. J. Cowin 
and H. E. Magee.—p. 410. 

Effect of Vitamin-K Preparations on Hypoprothrombinaemia Induced by 
Dicoumaroi and Tromexan. A. S. Douglas and A. Brown.—p. 412. 
Acquired Sensitivity to Para-Aminosalicylic Acid. S. J. Steel.—p. 415. 
Relation Between Sensitivity to Thiopentone, Sulphonamides, and Sunlight. 

F. Evans and J. Gould.—p. 417. 
*Terramycin in Infections in Infants and Children. B. Wolman and 
A. Holzel.—p. 419. 


Iron and “Physiological” Anemia of Pregnancy.—Fstimations 
of hemoglobin and packed red cell volume were made for 2,000 
women attending a prenatal clinic at or before the 16th week 
of pregnancy. Matched groups of these young healthy women 
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were then studied during the administration of various types of 
iron therapy. The authors concluded that: (1) “physiological” 
anemia of pregnancy is associated with a low or subnormal 
mean corpuscular hemoglobin concentration; (2) normal (non- 
pregnant) blood values are maintained if therapeutic doses of 
ferrous sulfate are administered throughout pregnancy; and (3) 
administration of ferrous sulfate, or of molybdenized iron from 
the 24th to the 32nd week of pregnancy results in recovery from 
the commencing “physiological” anemia, followed by mainte- 
nance of normal (nonpregnant) blood values. Tablets containing 
ferrous sulfate and molybdenum were not found to be more 
efficacious than ferrous sulfate tablets either in preventing or 
treating the “physiological” anemia of pregnancy, but they were 
better tolerated. The authors suggest that ferrous sulfate is not 
a suitable preparation for routine administration of iron in pre- 
natal clinics. They think that the controlled administration of 
iron to a large group of women should be undertaken to de- 
termine whether the incidence of hypertension would thereby 
be lessened. It would also be of interest to determine whether 
the maintenance of the normal hemoglobin level throughout 
pregnancy is associated with the accepted 23°@ increase in blood 
volume during pregnancy. 


Terramycin in Infection in Children.— This report is based on 
the use of terramycin in 66 children: 35 with pneumonia, 10 
with upper respiratory tract infections, 6 with tonsillitis, 3 with 
pyuria, and 12 with purulent conjunctivitis. Terramycin was 
available in capsules as the crystalline hydrochloride salt, and 
as a yellow crystalline powder that dissolves easily in a specially 
prepared cherry-mint-flavored liquid to make an elixir. A solu- 
tion containing 25 mg. of terramycin as the crystalline hydro- 
chloride dissolved in 5S cc. of distilled water with 62.5 mg. of 
sodium chloride and 25 mg. of sodium borate, was available for 
ophthalmic use. The elixir was given every six hours by mouth 
in doses of 50 mg. per pound (450 gm.) of body weight per 
day for seven days to each of 54 patients. The nurses preferred 
it to other antibiotics, because it was taken so readily by in- 
fants and children. Thirty-four of 35 patients with pneumonia 
responded rapidly, in most cases within 24 hours; one patient 
with a Friedlander’s bacillus pneumonia died. Ten patients with 
upper respiratory tract infections, six with tonsillitis, and three 
with pyuria also showed a rapid and dramatic response. Eleven 
of 12 infants with purulent conjunctivitis responded rapidly. 
There were no toxic reactions, and it is stressed that terramycin, 
because of its wide spectrum of antibacterial activity and its easy 
administration, is particularly valuable in pediatric practice. 


Clinica Pediatrica, Bologna 
33:749-828 (Dec.) 1951. Partial Index 


*Multipie Puncture Antituberculous Vaccination with Petragnani’s Essen- 
tial Anatuberculin: Considerations. G. Buonomini, L. Poli and 
G. Santopadre.—p. 749 

Clinical and Roentgenologic Findings After 10 Years in Children Vacci- 
nated with Petragnani’s Anatuberculin According to Salvioli’s Tech- 
nique. III. Late Information on the “Dolo-Test.” A. Ferro and 
S. Taronna.—p. 771. 

Fate of Persons Vaccinated Orally with BCG in Bologna from 1926 to 
1934: Comparisons with Persons Vaccinated During Same Time w th 
*Maragliano” Vaccine. A. Degli Esposti and D. Giovanetti.—p. 781. 


Multiple Puncture Antituberculous Vaccination. Petragnanis 
anatuberculin vaccine is prepared trom Mycobacterium tuber- 
culosis organisms that have been killed with formaldehyde and 
stabilized by a process that reduces the virulence of the bacteria 
but preserves their morphological and chemical characteristics. 
The stabilized, killed bacteria are diluted in a sterile isotonic 
sodium chloride solution in the proportion of 3 mg. to I cc. of 
the suspension. When used for diagnostic purposes, this sus- 
pension is allowed to settle and only the supernatant fluid 
(Petragnani’s diagnostic anatuberculin) is employed. The pres- 
ence of the allergic state may be detected with great sensitivity. 
Twenty-four children between the ages of 6 months and 6 years 
were vaccinated in the deltoid area with Petragnani’s anatuber- 
culin vaccine incorporated in a 46% solution of polyvinyl pyr- 
rolidone (“subtosan”), using Birkhaug’s multiple puncture 
apparatus. The inflammatory reactions in which there was an 
elevated papuloerythematous scar that in 15 to 20 days faded 
and contracted to the size of a pin head were called “closed vac- 
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cinal microfoci.” The inflammatory reactions in which a tender 
infiltration appeared with a small fistula through which an 
exudate containing some bacteria of the vaccine was eliminated 
for six to seven days were called “fistulous vaccinal microfoci.” 
Reactivation of the inflammatory process did not occur spon- 
taneously, but was observed whenever a second vaccination was 
erformed. This proved that allergy to tuberculin is always pre- 
ceded by a definite bacterial allergy. Both allergies, once estab- 
lished, may last for as long as a year. Periodic tests with 
intradermal injection of 0.1 cc. of Petragnani’s diagnostic ana- 
tuberculin always resulted in positive reactions in all the 
children. After the vaccination the erythrocyte sedimentation 
rate and the number of leukocytes, especially eosinophils, had 
increased, whereas the number of neutrophils had decreased. 
Biopsy of a portion of the tissue with the inflammatory process 
eight months after the vaccination revealed a cellular reaction 
with micronodules containing cells that resembled Langhans’ 
giant cells. The hypothesis that antituberculous vaccination 
also produces a nonspecific immunization seems to have been 
proved during a 1950-51 epidemic of influenza when, of the 
32 of 48 hospitalized children who had the disease, 29 had 
not been vaccinated. Antituberculous vaccination with Petrag- 
nanis anatuberculin vaccine incorporated in polyvinyl pyr- 
rolidone does not interfere with the growth of the infant, and 
pain, cicatrices, and unpleasant effects are avoided. 


Deutsche medizinische Wochenschrift, Stuttgart 


77:257-288 (Feb. 29) 1952. Partial Index 
“The Acute Abdomen.”” W. Dick.—p. 257. 
*Endocarditis Lenta as “Reactive Reticulosis’’ with Particular Considera- 
tion of Changes of the Liver. F. -E. Schmengler and F. Loogen. 


Hematogenic Infectious Hepatitis. G. Rewerts.—p. 264. 
*Treatment of Coronary Thrombosis with Anticoagulants. E. F. von 
Hueber and R. Totk.—p. 271. 


Subacute Bacterial Endocarditis and Reticuloendothelial Sys- 
tem.—Liver function tests performed on 28 patients with sub- 
acute bacterial endocarditis showed a positive Takata reaction 
in all patients and a positive Gross reaction in the I1 patients 
on whom this test was performed. Thymol turbidity and cad- 
mium tests were positive in nearly all patients, while the Welt- 
mann coagulation column nearly always was lengthened. 
Electrophoretic changes showed a considerable increase of 
gamma globulins. One patient with clinical recovery presented 
normal electrophoretic values, but Gross and Weltmann’s test 
showed pathological values. There was little increase in alpha 
globulins. Relative hypoalbuminemia was observed in all the 
patients, but was only rarely associated with hypoproteinemia, 
while two patients had hyperproteinemia. All these observations 
suggest a considerable increase of function of the reticuloendo- 
thelial system in subacute bacterial endocarditis. Sternal punc- 
ture revealed a pronounced increase of the lymphoid reticulum 
cells, and to a somewhat lesser degree of the plasma cellular 
elements. The size of the liver was increased in all the patients 
who also had urobilinogenuria. Laparoscopy revealed fine nodu- 
lar changes of the surface of the liver in addition to the increased 
size of the organ. Microscopic examination showed swelling of 
the liver cells, fatty degeneration, and focal proliferation of 
Kupffer’s stellate cells of the liver. On the whole the macro- 
scopic-laparoscopic changes were more impressive than the 
microscopic changes. As a result of these observations, the 
authors present their dualistic concept of subacute bacterial 
endocarditis as follows: It is a chronic infection caused by cocci 
that results in two reactions: one involves local infection of the 
cardiac valves, and the other is characterized by a reaction of 
the active mesenchyma. The authors are convinced that the basic 
pathogenic mechanism of this phenomenon is infectious-allergic. 
The changes in function and structure of the reticuloendothelial 
system that follow the “rheumatic damage” with its infectious- 
allergic basis are more important in determining the type and 
prognosis of the disease than the circulatory disorder. Whether 
the organism overcomes the infection depends on the reaction 
of the reticuloendothelial system. Subacute bacterial endocard- 
itis therefore is to be considered as a “reactive reticulosis.” 
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Anticoagulant Treatment of Coronary Artery Disease.—Of 100 
patients with myocardial infarction, coronary thrombosis with- 
out infarction, or with threatened infarction, 50 were treated 
with ethyl biscoumacetate (tromexan"), bishydroxycoumarin (di- 
cumarol"), or heparin combined with ethyl biscoumacetate. The 
other 50 patients were given the usual treatment without anti- 
coagulants. Of the SO patients treated with anticoagulants, the 
infarction was prevented in 2 with threatened infarction and in 
2 with coronary thrombosis without infarction. One patient with 
threatened infarction was treated successfully with anticoagu- 
lants for seven weeks, but death resulted from a fresh infarction 
of the anterior wall despite a carefully maintained prothrombin 
level of 10 to 15% of normal. Of the 50 patients treated with 
anticoagulants, thromboembolic complications occurred in 3, in 
contrast to 17 of the SO patients who did not receive anticoagu- 
lants. None of these 3 patients died, while 5 of the 17 did. 
There were 3 deaths in the group treated with anticoagulants 
and 24 deaths in the other group; the lower mortality in the 
group treated with’anticoagulants depends on the prevention of 
thromboembolic complications and perhaps also on preventing 
extension of the thrombotic process. The authors agree with 
Fullerton and co-workers that anticoagulants reduce the mor- 
tality of myocardial infarction. There is rapid regression of the 
electrocardiographic and clinical signs of infarction, and the 
course of the disease is less severe. Recovery occurs sooner. It 
seems that the collateral supply of the cardiac muscle is im- 
proved by the reduced coagulability of the blood and the 
formation of mural thrombi is prevented. Rare undesirable side- 
effects such as hematuria may be controlled easily by the ad- 
ministration of vitamin K. The period of strict rest in bed and 
of hospitalization was shortened in the patients treated with 
anticoagulants. 


Irish Journal of Medical Science, Dublin 


314:49-96 (Feb.) 1952 
Symphysiotomy or Pubiotomy. Why? When? and How? A. P. Barry. 
—p. 49. 


Surgical Treatment of Retinal Detachments. H. Weve.—p. 74. 
*Tuberculin Survey in Ireland. D. S. Price.—p. 85. 
Stellate Ganglion Block in Apoplexy. P. B. B. Gatenby.—p. 92. 


Tuberculin Survey in Ireland.—A total of 10,000 tuberculin 
tests were made in order to obtain information about the tuber- 
culin reactions of the 2,955,107 inhabitants of the Republic of 
Ireland. The survey included every age group from infancy to 
50 years and persons in every walk of life. The “urban dwellers” 
were drawn chiefly from country towns of 4,000 to 6,000 popu- 
lation. Rural dwellers were from small villages of less than 500 
population. Two tests were made, first with a 1 in 5,000 con- 
centration of old tuberculin intradermally, and second, with a 
1 in 100 concentration (1 mg.) intradermally for final test. The 
tuberculin dilutions were never more than two weeks old. The 
preliminary test was performed by a tuberculosis officer or a 
private physician in some instances, but every final test in the 
survey was done by vaccinators of the BCG committee, who 
spend all their time testing and vaccinating, and have had much 
experience in intradermal injections. The tuberculin positivity 
rate was definitely higher in urban than in rural areas, but in 
some instances isolated towns had a very low rate for an “urban” 
area. Certain rural areas near industrial towns had a high rate. 
At the ages of 5, 15, and after 17 years, definite increases in 
positivity occurred both in rural and urban areas. The aim 
should be to render persons BCG-positive before they are ex- 
posed to infection. In rural areas some delay may be allowed, 
that is, the child may be vaccinated in the first term at primary 
school or first term at boarding school, but in urban areas pre- 
cautionary vaccination before entering primary or secondary 
school is indicated. Young adults from rural areas should be 


vaccinated before they go to any other place, such as before they: 


enter an occupation, college, or the army in an urban area. 
Retests of those already vaccinated should be performed at the 
ages of 4, 13 and 17, and any who have negative reactions should 
be revaccinated. Persons exposed to tuberculosis contacts should 
be vaccinated as early as possible. 
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Journal of Clinical Pathology, London 
5:1-128 (Feb.) 1952 


Mechanism and Interrelationships of Flocculation Tests. N. F. Maclagan, 
N. H. Martin and J Lunnon.—p. 

Influence of Age upon Serum Iron in Normal Subjects. R. Pirrie.—p. 10. 

*Amino-Aciduria and Copper Metabolism in Hepatolenticular Degenera- 
tion. J. D. Spillane, J. W. Keyser and R. A. Parker.—p. 1 

Nitroprusside Method for Determination of Blood Glutathione. R. H. S. 
Thompson and D. Watson.—p. 25. 

Determination of Blood Glutathione by Amperometric Titration. D. S. 
Bidmead and D. Watson.—p. 30. 

Nectrotizing Pulmonary Arteriopathy Associated with Pulmonary Hyper- 
tension. W. S. C. Symmers.—p. 3 

Liver Glycogen in Diabetes Mellitus. J, Vallance-Owen.— ‘ 

Primary Amyloidosis with Renal and Myocardial Failure. i wv. Williams. 

Bone-Marrow Embolism. R. B. H. Tierney.—p. 63. 

Culture of Human Bone-Marrow in Vitro. Reversibility Between Normo- 
blastic and Megaloblastic Series of Cells. L. G. Lajtha.—p. 67. 

Bone Marrow in Paget’s Disease (Osteitis Deformans) with Special 
Emphasis on Megakaryocytes. P. Pizzolato and L. Raider.—p. &6. 
Effects of Phenothiazine Derivative (RP. 3300) on Red Cell Preservation. 
H. Chaplin Jr., H. Crawford, M. Cutbush and P. L. Mollison.—p. 91. 
Comparative Study of Direct Matching Techniques in Blood Transfusion. 

O. G. Dodge.—p. 102. 


Aminoaciduria and Copper Metabolism in Hepatolenticular De- 
generation.—Spillane and collaborators say that there is no 
doubt about the importance of the discovery by Uzman and 
Denny-Brown in 1948 of severe and persistent aminoaciduria in 
a patient with hepatolenticular degeneration. After citing several 
other reports on aminoaciduria in hepatolenticular degenera- 
tion, they point out that a second abnormality that may be 
present in hepatolenticular degeneration is an increase in the 
copper content of both brain and liver. They measured the 
urinary amino nitrogen excretion in 13 persons with disease of 
the basal ganglia and in nine normal persons. It was increased 
only in a boy with hepatolenticular degeneration, neither of 
whose parents had aminoaciduria. In this case, liver function 
tests during the month before death showed little evidence of 
liver disease. At necropsy hepatic cirrhosis was found. This pa- 
tient excreted large amounts of copper in the urine. Administra- 
tion of dimercaprol (BAL) increased the copper output. Brain 
and liver tissue obtained at necropsy contained excessive 
amounts of copper. 


Journal of Laryngology and Otology, London 


66:111-158 (March) 1952 


Dysphagia Lusoria: With Record of Three Cases. N. Asherson.—p. 111. 

Origin and Treatment of Malignant Disease of Upper Jaw and Nasal 
Sinuses. A. J. Moffett.—p. 132. 

Penicillin, Aureomycin and Chloramphenicol in Treatment of Acute 
Otitis Media. R. S. Lewis, J. D. Gray and A. B. Hewlett.—p. 142. 

Peripheral Extrinsic and Central Intrinsic Equilibrium of Vestibular 
Organ. E. Wodak.—p. 148. 


Lancet, London 
1:429-474 (March 1) 1952 


"Controlled Trials of Treatment of Haemolytic Disease of the Newborn. 
P. L. Mollison and W. Walker.—p. 42 

Use of Intrathecal Aureomycin in Meningitis: Methods of Obtaining 
Bacteriostatic Concentrations of Aureomycin in Cerebrospinal Fluid. 
K. M. S. Ainley-Walker and F. D. Bosanquet.—p. 433. 

Para-A hyde Thiosemicarbazone in Treatment of Leprosy. 
J. Lowe.—p. 436. 

Identification of 3:5:3’-L-Triiodothyronine in Human Plasma. J. Gross 
and R. Pitt-Rivers.—p. 439. 

Mercury and Pink Disease. A. Hoizel and T. James.—p. 441. 

Anaemia and Nitrogen me in Patients with Chronic Renal Failure. 
M. H. Roscoe.—p. 

*Bornholm Disease and Ties Virus. C. M. Brown, D. C. Liddle and 
J. OTH. Tobin.—p. 445. 

Familial Intestinal Polyposis with Pigmentation of Lips, Oral Mucosa, 
Face and Digits. H. H. Wolff.—p. 446. 


Treatment of Hemolytic Disease of the Newborn.—lIn this study 
two types of treatment were given according to a predetermined 
scheme. Exchange transfusion for hemolytic disease began to be 
used in Britain in 1947, and at about the same time many ob- 
stetricians began to practice premature induction of labor in 
cases in which an infant with hemolytic disease was expected. 
To better assess these new forms of treatment, it was decided 
that several medical centers should pool cases. The results pre- 
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sented in this paper are based on observations on 477 infants 
with hemolytic disease of the newborn. The treatment to be 
given in each case was determined by a system of random num- 
bers so that approximately half of the infants received each 
treatment. Induction of labor three to five weeks before the ex- 
pected day of delivery was associated with a lower survival rate 
than spontaneous delivery, though the difference was not sig- 
nificant. Exchange transfusion was followed by a significantly 
higher survival rate than simple transfusion, both treatments 
being carried out equally early after birth. The incidence of 
kernicterus after exchange transfusion was very low. Although 
immature infants with cord-hemoglobin concentrations above 
15 gm. were not treated, the incidence of fatal kernicterus was 
as high as | in 12, and it seems likely that this incidence could 
have been reduced by exchange transfusion. There was no case 
of kernicterus among the 12 immature infants with cord-hemo- 
globin concentrations exceeding 17.5 gm. (118% Haldane). 
Since experience seems important in performing exchange trans- 
fusions and since in very ill infants the chance of survival fol- 
lowing exchange transfusion is related to the way the procedure 
is carried out, it is of importance that a woman expected to 
give birth to an infant with hemolytic disease be delivered in 
an institution with personnel with a high degree of technical 
efficiency in exchange transfusion. 


Bornholm Disease and Coxsackie Virus.—Bornholm disease 
(epidemic myalgia) had been presumed to be of virus origin for 
years. In 1949, Curnen and associates in the United States iso- 
lated a Coxsackie virus from a patient with myalgia during 
an epidemic of aseptic meningitis associated with a Coxsackie 
virus. In 1950 Weller and associates found an antigenically 
similar strain in an outbreak of Bornholm disease in the United 
States. Coxsackie viruses have also been isolated during epi- 
demics in Switzerland and Israel. In Britain Findlay and Howard 
in 1950 and Giffin in 1951 established a relationship between 
Coxsackie virus and epidemic myaigia. During the summer and 
autumn of 1951 numerous epidemics of epidemic myalgia oc- 
curred in the British Isles, and one of these is reported here. 
The first three cases were in children from the same house, whose 
chief initial symptom was abdominal pain. Two were admitted 
to a hospital as surgical emergencies and one underwent appen- 
dectomy. Two new cases appeared at three day intervals, and 
four days later the first two of the main group of patients be- 
came ill. The epidemic continued for another fortnight and 
ceased abruptly. Sixteen families, consisting of 37 adults and 
43 children, were investigated. Among these, 23 children and 
7 adults belonging to 14 families, were found to be affected. 
Involvement of the abdominal muscles was the outstanding fea- 
ture of the epidemic; 20 of 23 children and 5 of 7 adults com- 
plained of pain at this site. Headache was more marked in adults 
than in children. There were no cases of lymphocytic meningitis. 
The incubation period appeared to be two to eight days. Two 
of the children with typical symptoms of Bornholm disease were 
hospitalized, and specimens from them were investigated for a 
virus. A Coxsackie virus of Dalldorf’s group B was isolated from 
the feces of one. Neutralization tests with the serums of the 
two patients were performed in mice less than 24 hours old, 
and the results indicate that both children had been recently 
infected with the virus isolated from one of them. 


Medical Journal of Australia, Sydney 
1:133-168 (Feb. 2) 1952 


Physicist’s Contribution to Cancer Treatment and Research. J. H. Martin 
134, 


Clinic for Deaf Children: Analysis of Cases. P. R. Davey.—p. 137. 

*Melanoblastoma. V. J. McGovern.—p. 139. 

Preliminary Report on Use of Prefabricated Nylon Weave in Repair of 
Ventral Hernia. V. H. Cumberland.—p. 143. 

*Bilateral Phaeochromocytomata. E. H. Stokes.—p. 144. 


Melanoblastomas.—Primary melanoblastomas of the skin origi- 
nate from the melanoblasts in the basal layer of the epidermis, 
at the dermalepidermal junction. The absence of a connection 
between the tumor mass and the junction layer, unless it has 
been destroyed by ulceration, indicates that the tumor is either 
secondary or nonmalignant. Moles are potentially malignant as 
long as junctional components persist. The transformation of a 
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benign pigmented mole into a malignant tumor is indicated by 
a change in color, enlargement or swelling, spontaneous or post- 
traumatic ulceration, or the appearance of pigmented satellites 
surrounding it. Metastases in regional lymph nodes or in distant 
viscera sometimes cause the first symptoms noticed by the pa- 
tient. Pigmented lesions on the feet and legs frequently undergo 
malignant change and should always be regarded with suspicion. 
Quiescent lesions often become active after trauma, which may 
be slight; malignant moles have sometimes appeared at the site 
of trauma where they did not previously exist. The five year 
survival rate is approximately 15%. Conservative surgery, con- 
sisting of simple excision of the local tumor and extirpation of 
regional metastases when they become demonstrable, is appar- 
ently the best treatment; radical mutilations do not seem to be 
justified. 


Bilateral Pheochromocytomas.—Drenching sweats are one of 
the most chatenteriatie features of hypertension (persistent or 
paroxysmal) resulting from a tumor of the adrenal medulla. 
Adrenal tumors are seldom bilateral, only 15 cases having been 
reported up to 1947. Intravenous injection of histamine or some 
other adrenal stimulatory agent may help to establish the diag- 
nosis when hypertension is paroxysmal; when it is persistent, the 
use of an adrenergic blocking agent such as piperoxan is indi- 
cated. Radiological examination after perirenal insufflation may 
give important diagnostic information; simple clinical tests may 
produce responses indicating the presence of pheochromocy- 
tomas, such as extreme postural hypotension when the blood 
pressure is recorded with the patient standing upright or a poor 
response to the cold pressor test. Peripheral vasomotor dis- 
turbances and low grade fever often accompany the disease. 
Increasing success in the surgical removal of adrenal tumors 
with subsequent disappearance of hypertension makes the dif- 
ferential diagnosis of this condition vitally important. 


Minerva Medica, Turin 


43:1-48 (Jan. 5) 1952. Partial Index 


Diabetes Mellitus and Vascular Pathology. G. C. Dogliotti, G. Lenti and 
C. Mattei.—p. 2. 


*Capillaries and Process of Coagulation in Diabetes. C. Mattei and 
G. Crolie.—p. 9. 


*“Plethoric Type’ of Diabetes Mellitus: Clinical Contribution and Patho- 
genetic and Therapeutic Considerations. G. Lenti and L. Brighenti. 
16. 


Capillaries and Coagulation Process in Diabetes.—Bleeding and 
coagulation time and capillary resistance were studied in 87 pa- 
tients, between the ages of 11 and 80 years, with diabetes. Bleed- 
ing and clotting time was generally normal, sometimes delayed, 
but rarely prolonged. When clotting time was prolonged, bleed- 
ing time was shortened and vice versa. Capillary fragility was 
increased in 22 patients, of whom 18 were more than 50 years 
old. Capillaroscopy and capillarography revealed morphological 
and functional anomalies of the capillaries in 46 of these pa- 
tients. Dilatation was mild in 13 and pronounced in 15, in some 
of whom capillary aneurysms had formed. Blood flow in the 
capillaries was slow in 21 patients, in 2 of whom it was periodi- 
cally interrupted, sometimes for as long as 10 to 15 seconds. 
Capillary spasm was observed in eight patients. The commonest 
and severest disturbance was a decrease in the number of capil- 
laries. The process of coagulation was studied in 30 additional 
patients with diabetes, between the ages of 39 and 78, of whom 
25 had hypertension. Bleeding time was shortened in 22 patients, 
and the time that oxalated blood required to clot was slightly 
delayed in 4 patients. The prothrombin level, prothrombin utili- 
zation, and number of thrombocytes were normal. The capil- 
lary fragility test was positive in 23 patients, of whom 22 were 
more than 50 years old. Vascular changes, especially lesions to 
the capillaries, were the commonest dystrophic manifestations in 
the patients of both groups and were related to their age and 
degree of hypertension. 


“Plethoric Type” of Diabetes Mellitus.—The authors have 
used the term “plethoric type” to designate the peculiar asso- 
ciation of diabetes mellitus with obesity, vascular plethora, 
hypercholesteremia, arterial hypertension, and severe vascular 
lesions. It was observed by them in 11 men and 3 women be- 
tween the ages of 45 and 68 years. The commonest and severest 
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lesions were found in the blood vessels, especially the capil- 
laries. Telecardiograms revealed that the aorta and the heart, 
especially the left side, were enlarged and the arch of the aorta 
prolonged. Electrocardiograms revealed lesions of the myo- 
cardium and the coronary artery. A tendency to thrombosis and 
plethora, with excess hemoglobin, globulin, and thrombocytes, 
and an increase of circulating blood were present. The metab- 
olism of carbohydrates, proteins, and fats was greatly disturbed. 
From the pathogenetic point of view these patients had a heredi- 
tary tendency to hyperfunction of the hypophysis, but a primary 
lesion of this gland was not present. On the contrary, these 
patients were all members of families in which a predisposition 
to general metabolic and cardiovascular disturbances may have 
facilitated the onset of this syndrome. According to the most 
modern concepts, diabetes may be attributable to a hereditary 
dysgenopathy that causes generalized degenerative lesions of the 
mesenchyme, with metabolic and cardiovascular lesions. Dia- 
betes is more likely to appear in persons with this mesenchymal 
lesion who have also a tendency to hyperfunction of the hy- 
pophysis and the adrenal cortex. Prognosis of the “plethoric 
type” of diabetes mellitus is unfavorable because of the exten- 
sion of massive vascular lesions to the most important organs 
and because of the metabolic disturbances. Adequate diet, ad- 
ministration of slow acting insulin, lipotropic substances, and 
male sex hormones combined with vitamin E are indicated. 
When there is a tendency to thrombosis with a paradoxical de- 
layed bleeding and coagulation time and decreased prothrombin 
utilization, anticoagulants, vitamin C and vitamin P, and iodine 
preparations are indicated. 


43:113-140 (Jan. 23) 1952 


Anticoagulant Therapy in Treatment of Angina Pectoris. R  Cataldi. 
—p. 132. 
*Chiorophyll in Ozena. G. Finocchi.—p. 134. 


Chlorophyll in Ozena.—Three patients with ozena at the initial 
stage and seven in whom the disease had extended to the naso- 
pharynx causing headaches, bone atrophy, formation of scabs, 
and the A geoticongann unpleasant odor were treated with chloro- 
phyll. sponge saturated with a 0.5% isotonic solution of 
ssiecoshyl or a 1% chlorophyll ointment was applied to the 
nasal mucous membranes daily for two to three hours. Within 
a few days the bad odor was eliminated, scabs and headache 
decreased, and the mucous membranes acquired a deeper color. 
When the treatment was interrupted for 10 or more days, ozena 
reappeared rapidly. Elimination of the odor was permanent 
while the chlorophyll ointment or large doses of a powder ob- 
tained from the isotonic solution were applied every two days. 
Although chlorophyll does not cure ozena, it neutralizes the 
offensive odor. 


Nordisk Medicine, Stockholm 


47:43-74 (Jan. 11) 1952. Partial Index 

Bronchial Tuberculosis in Children. K. Rogstad.—p. 46. 

Medical Treatment of Cavernous Tuberculosis of Lungs. S. Frostad. 
—p. 52. 

Intrapleural Pneumothorax as Complication in Local Anesthesia and 
Thoracoplasty. T. Wessel Aas.—p. 54. 

Sugar Content of Cerebrospinal Fluid in Tuberculous Meningitis. J. Hoel. 
—p. 56. 

Does Vagotomy Cause Pancreatic Changes? Experimental Study in Cats. 
I. R. Sandberg.—p. 57. 

*Triethylene Melamine Treatment of Hodgkin’s Disease and Other Malig- 
nant Diseases. P. B. Hansen and J. Bichel.—p. 58. 


Triethylene Melamine Treatment of Hodgkin’s Disease and 
Other Malignant Diseases.—Triethylene melamine is a strongly 
cytotoxic substance with definite but short-lived palliative effect 
in various malignant diseases, particularly Hodgkin's disease. 
Like nitrogen mustard, it exerts a toxic effect, especially on 
rapidly proliferating hematopoietic tissue. The individual sensi- 
tivity varies greatly. Hansen and Bichel say that no definite lines 
of guidance for dosage can be laid down at present. Depression 
of the bone marrow occurs later than with nitrogen mustard, 
lasts longer, and may sometimes be irreversible. The patient 
must be closely observed with frequent studies of the blood and 
bone marrow. In 21 patients, all with generalized forms of dis- 
ease, treated since October, 1950, triethylene melamine was 
given orally in single doses of from 1.25 to 5 mg., usually with 
a total initial course of from 10 to 20 mg. during from 8 to 10 
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days. After an interval of from one to three weeks doses of 
from 2.5 to 5 mg. were often administere’ for a varying time, 
depending on the effect. In 8 of the 12 cases of Hodgkin’s dis- 
ease improvement was seen at once following the treatment, 
and in four cases the treatment was ineffective. In one instance 
the good effect has persisted for 10 months after treatment, in 
another recurrence set in after six and a half months. In two 
patients treated constantly with small doses a kind of mainte- 
nance therapy seems to have been arrived at. Improvement 
occurred in one of three cases of chronic lymphatic leukemia, 
but was followed by a fatal aplastic anemia ascribed partly to 
progression of the disease and partly to toxic effects of the treat- 
ment. The treatment had no effect in three cases of myelomato- 
sis, a case of lymphosarcomatosis, and a case of cancer of the 
breast. In a case of reticulosarcomatosis progress of the disease 
has been checked for some time by administration of about 2.5 
mg. of the substance every two or three weeks. The advantages 
of the substance are the easy method of administration and the 
few side-effects. 


Pédiatrie, Lyon 
7:7-140 (No. 1) 1952. Partial Index 


*Cochleovestibular Complications of Streptomycin and Dihydrostrepto- 
mycin Treatment of Tuberculous Meningitis. G. Mouriquand, D. Decha- 
vanne and J. Bonnet.—p. 7. 

Clinical, Radiological and Therapeutic Study of the Vomiting of Infants. 
M. Kaplan, J. Zourbas and J. Martinetti.—p. 15. 

Sponge Kidney. P. Josserand, R. Annino, L. Mugniery and others.—p. 31. 

Ullrich-Bonnevie Status and Dolichostenomelia. L. P. R. Keizer.—p. 45. 


Complications of Streptomycin in Tuberculous Meningitis.— 
Deafness appearing in the course of tuberculous meningitis 
treated with streptomycin or dihydrostreptomycin is caused by 
the treatment and not by the disease. Vestibular disturbances 
of spontaneous origin, such as vertigo and nystagmus, do not 
often occur in children; induced disturbances, on the other hand, 
are very frequent but well compensated. Dihydrostreptomycin 
may cause fewer vestibular disturbances than streptomycin, but, 
when the large doses required in meningitis are used, its toxic 
effect on the vestibular apparatus seems to be almost as great 
as those of streptomycin. Deafness following streptomycin is 
rare, occurring only when large doses have been given, especially 
by the intrathecal route; but total bilateral deafness frequently 
follows dihydrostreptomycin, appearing in from 4 to 14 months 
after treatment is begun. The size of the dose is apparently less 
important than the method of administration; dihydrostrepto- 
mycin should not be administered intrathecally. Cochlear dis- 
turbances resulting in deafness are often caused by toxins, such 
as quinine, salicylates, and streptomycin, to which the inner ear 
is especially sensitive; the fact that they occur in tuberculous 
meningitis and only rarely in other forms of tuberculosis can 
best be explained by the prolonged treatment and large doses 
of streptomycin required when the meninges are involved. 


Portugal Médico, Porto 
36:1-60 (Jan.) 1952 


Gaucher's Disease. A. da Rocha Brito.—p. 1. 
*Intra-Arterial Infusion of Vasodilators in Peripheral Circulatory Insuffi- 
ciency. C. Agueda de Azevedo and M. Castro Henriquez.—p. 31. 


Intra-Arterial Infusion of Vasodilators in Peripheral Circulatory 
Insufliciency.— The serious and progressive pathological changes 
occurring in the vessels in disturbances of the peripheral circu- 
lation cannot be arrested by any medication so far discovered. 
Treatment should be designed to maintain the vitality of the 
tissues. This can be accomplished by inhibiting the vasoconstric- 
tor tone of the diseased vessels, thus permitting the maximum 
use of their remaining capacity and a fuller and more rapid de- 
velopment of the collateral circulation. Intra-arterial infusion 
of vasodilating drugs has been shown to have advantages over 
other methods of treatment. The authors use a combination of 
acetylcholine, neostigmine (prostigmin®), and procaine (novo- 
caine"), because these drugs have a valuable synergistic action 
and the inconveniences caused by each alone are diminished 
when they are used together. The powerful and immediate action 
of acetylcholine is reinforced and prolonged by that of neo- 
stigmine; the cholinergic effects of these medications on the 
respiratory, cardiovascular, and digestive systems are inhibited 
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by diluting the acetylcholine in procaine instead of in isotonic 
sodium chloride solution; the analgesic and vasodilating prop- 
erties of the procaine are also utilized. Care must be taken that 
the needle is in the lumen of the artery because injection of the 
solution into a vein may produce disagreeable systemic effects. 
Infusion should be slow, lasting 15 minutes or more. Almost 
all the patients were given three 15 mg. tablets of neostigmine 
bromide daily. The infusions were given at intervals varying 
from 24 hours to 2 or 3 days and later by from 4 to 8 or even 
15 days. A sensation of warmth and relief of pain followed the 
infusions, which are tolerated better than lumbar infiltrations. 
The nutritional condition of the affected tissues improves as 
treatment continues; ulcerations tend to heal; response to tests 
of circulatory capacity is better; and the skin recovers its nor- 
mal texture. Respiratory difficulty is sometimes experienced 
when the rate of infusion is too rapid; this disappears promptly 
when it is reduced. Positive response to skin tests for sensitivity 
to procaine and a history of asthmatic attacks are contraindica- 
tions to the use of this method. 


Presse Médicale, Paris 
60:153-172 (Feb. 6) 1952 


*Treatment of Cerebral Apoplexy and of Its Paralytical Sequelae. 
R. Leriche.—p. 153. 

*Infection of Man with Bovine Type of Koch’s Bacillus in Switzerland. 
J. Meyer, R. Sartory and J. Touillier.—p. 1595. 


Treatment of Apoplexy.—In discussing emergency treatment of 
apoplexy caused by cerebral hemorrhage, thrombosis, or em- 
bolism, Leriche once more presents his concept that a vaso- 
motor disturbance precedes any vascular lesion, is frequently 
responsible for it, and is always associated with it. With respect 
to the cerebral circulation he assumes the presence of localized 
and continued spasms associated with embolism or thrombosis 
that is responsible for perifocal zones of reduced circulation 
around the focus of cerebral ischemia, generally associated with 
stasis. He first performed stellate ganglion block in 1936, with 
good results in two patients with cerebral embolism, and since 
then has obtained immediate improvement in eight additional 
cases of apoplexy by this method. Cerebral embolism seemed 
to respond best to the treatment, but he also obtained an excel- 
lent result in a case of hemiplegia due to thromboangiitis in the 
rolandic area. In a ninth case, that of a girl 5'’2 years old, with 
hemiplegia following a contusion of the internal carotid artery 
caused by injury to the right subtonsillar region, the hemiplegia 
of eight days’ duration subsided after five infiltrations of the 
stellate ganglion. The technique recommended by the author is 
as follows: Infiltration should be performed as soon as possible 
at the contralateral side of the paralysis. Treatment should be 
started with 10 cc. of a 1% solution of dibucaine hydrochloride 
and should be repeated after six hours with 20 cc. Then one 
infiltration should be made every day for two weeks. From 
time to time the infiltration should be performed on the paral- 
yzed side, and may be combined with infiltration of the lumbar 
chain. The report by Naffziger and Adams on 15S cases of 
apoplexy treated satisfactorily with infiltrations of the stellate 
ganglion corroborates the author’s experience on a much larger 
scale. The author believes that sympathectomy should be re- 
served for patients who have had several cerebrovascular acci- 
dents, and he reports the case of such a patient, aged 49, who 
had been followed after the sympathectomy for 28 months and 
whose cerebral condition remained excellent. Results of stellate 
ganglion infiltrations in more than 100 patients with long-stand- 
ing hemiplegia of various types showed that some patients were 
therapeutic failures while others obtained pronounced improve- 
ment. Considering the distress of patients with long-standing 
hemiplegia and particularly those with aphasia, the authors 
would like to see the method of early stellate ganglion infiltra- 
tion given a therapeutic trial on a large scale. 


Infection of Man with Bovine Type of Koch’s Bacillus.—The 
incidence and mortality rate of human and bovine tuberculosis 
were studied statistically among the population of five Swiss 
cantons, particularly in relation to the strict control measures 
applied against bovine tuberculosis by the federal veterinary 
office. The bovine type of tubercle bacillus was found to be re- 
sponsible for 50% of the cases of intestinal and cervical lymph 
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node tuberculosis. On the basis of this finding and the low 
incidence of the bovine type of pulmonary tuberculosis, it may 
be assumed that one-third of the cases of tuberculosis in man 
are due to the bovine type of Koch’s bacillus. In the canton 
of Glaris in 1940 the mortality rate attributable to the bovine 
type of tuberculosis was 0.9 per 10,000 inhabitants, whereas 
today no case of bovine type is recorded among the fatal cases 
of tuberculosis. The influence of the decrease in bovine tuber- 
culosis on cervical lymph node and abdominal tuberculosis in 
man has been clearly demonstrated by the statistical records of 
the communities of various cantons. From 1891 to 1949 the in- 
cidence of abdominal tuberculosis has dropped from 3.9 to 2.2% 
in relation to the total number of tuberculosis cases (4.2 to 3.5 
per 10,000 inhabitants). 


Quarterly Journal of Medicine, Oxford 
21:1-122 (Jan.) 1952 


Haemopoietic Activity of Folic Acid Treated with Xanthine Oxidase. 
W. Jacobson and P. M. Good.—p. 1. 

Familial Disorder of Blood Coagulation Due to Deficiency of Labile 
Factor. A. J. Brink and C. S. Kingsley.—p. 19. 

Osteomalacia and Renal Glycosuria in Adults: Metabolic Investigation 
of Case with Particular Reference to Its Relation to Fanconi Syndrome 
and to Treatment. I. A. Anderson, A. Miller and A. P. Kenny.—p. 33. 

Observations on Fanconi Syndrome and Renal Hyperchloraemic Acidosis 
in Adult. M. D. Milne, S. W. Stanbury and A. E. Thomson.—p. 61. 

Certain Aspects of Medical Application of Isotopic Tracers: Critical 
Review. G. Popjak.—p. 83. 


Revista de Obstetricia y Ginecologia, Caracas 


11:405-558 (No. 4) 1951. Partial Index 


Asphyxia of the Newborn. T. Monroy P.—p. 405. 

Preeclampsia and Eclampsia. O. Agiiero.—p. 437. 

Cesarean Section. J. Calcano R.—p. 455. 

*Supernumerary Nipples. M. Sanchez Carvajal, O. Agiiero and A. Mar- 
cano.—p. 470 

Comments on a Case of Uterine Rupture. H. Paez Rincon and M. H. 
del Gallego.—p. 490. 


Supernumerary Nipples.—A systematic study of the incidence 
and localization of supernumerary nipples among 10,254 women 
showed that they were present in 336, or 3.27%. The total num- 
ber found was 412; in 266 patients they occurred singly. Sixty- 
five patients had two, four had three, and one had four. They 
occurred below the breasts in most cases, and were more fre- 
quent on the left side than on the right. 


Schweizerische medizinische Wochenschrift, Basel 
$2:121-144 (Feb. 9) 1952. Partial Index 


Head’s Zones and Pulmonary Tuberculosis. P. Miescher.—p. 121. 

*Treatment of Chronic Headache with Mixture of Hydrogenated Alkaloids 
of Ergot (Hydergine). M. and S. Stauffenegger.—p. 12 

Determination of Alkaline Serum Phosphatase in Theory ‘and Practice. 
H. Aebi.—p. 135. 


Treatment of Headache with Hydrogenated Ergot Alkaloids.— 
Hydergine (a mixture of the three hydrogenated ergot alkaloids 
dihydroergocornine, dihydroergocristine, and dihydroergokryp- 
tine) was given a trial in the prophylaxis of chronic, refractory 
headache in 111 women and S50 men. Of the 161 patients, 95 
had vasomotor cephalalgia, 37 had genuine migraine, 17 had 
post-traumatic cephalalgia, and 12 had genuine trigeminal neu- 
ralgia as well as atypical trigeminal and occipital neuralgia. 
Hydergine was administered orally and treatment was started 
with 5S drops three times daily after meals; the dose then was 
progressively increased until 25 drops (1.25 mg.) were given 
three times daily as the maximum dose for three weeks, while as 
a rule the entire course of the treatment varied from 9 to 11 
weeks. Of the 161 patients, 12 (7) were cured, 40 (25) were 
considerably improved, 29 (18°) were impraved, 29 (18) were 
improved temporarily, and SI (32°) were unchanged. The pa- 
tients with genuine migraine responded best to hydergine. Of 
the 161 patients, only 29 had mild untoward reactions, such as 
anoreaia, diarrhea, constipation, palpitation, vertigo, and fatigue, 
which as a rule were mild and required discontinuation of the 
drug in only 2 cases. The pathogenesis of vascular headache is 
still an unsolved problem, The generally accepted concept is 
that a considerable part is played by a vegetative neurovascular 
disturbance, which during the migraine attack induces patho- 
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logical vasodilatation and increased pulse amplitude. During the 
free intervals there seems to be a tendency to increased vaso- 
motor tone. It does not seem likely that hydergine, a vasodilating 
and sympathicolytic agent, exerts any direct influence on the 
pathological vascular dilatation during the migraine attack. 
Hydergine may, however, prevent the vasoconstriction that in 
classic cases precedes the painful dilatation phase, thus dimin- 
ishing the excessive vascular reactivity. Other factors also seem 
to play their part. 


$2:249-272 (March &) !952. Partial Index 
*Intermittent Therapy of Pulmonary Tuberculosis with Streptomycin and 
p-Aminosaiicylic Acid. E. Tanner, E. Wiesmann and P. Baer.—p. 249. 
Experiments with Clinical Use of Terramycin Amphoter. F. Andina and 
O. Allemann.—p. 253. 
Studies on Mode of Action of Extract of Carob Seeds. C. Rivier.—p. 256. 
Experiences with Preparation Containing Three Sulfonamides. K. Mar- 
kiewicz, P. Jucker, M. Eyband and C. Tutsch.—p. 264 


Intermittent Use of Streptomycin and p-Aminosalicylic Acid in 
Pulmonary Tuberculosis.—A total of 150 patients, the majority 
of whom had pulmonary tuberculosis, were treated intermit- 
tently with streptomycin and with p-aminosalicylic acid. Every 
third day the patients were given | gm. of streptomycin intra- 
muscularly and on the intervening two days they were given 
from 10 to 15 gm. of p-aminosalicylic acid. In cases of auditory 
impairment the authors do not administer dihydrostreptomycin 
and in the presence of renal disturbances, the doses of strepto- 
mycin as well as of p-aminosalicylic acid are reduced. Clinical 
observations revealed that intermittent administration of 30 gm. 
of streptomycin in combination with p-aminosalicylic acid over 
a period of 90 days produced about the same effect as continu- 
ous administration of streptomycin for 90 days. This method of 
administration did not result in a noticeable increase in resistance 
of tubercle bacilli against either streptomycin or p-amino- 
salicylic acid. If streptomycin had been given every day for 90 
days, from 41 to 49% of the patients could have been expected 
to develop resistance toward streptomycin. There were no neuro- 
toxic manifestations, and the subjective secondary effects were 
slight. The prolonged treatment that is made possible by the 
combination of intermittent streptomycin with p-aminosalicylic 
acid should prove advantageous in that the human body requires 
considerable time to mobilize its defenses against tuberculosis. 


Semaine des Hopitaux de Paris 
28:463-504 (Feb. 14) 1952. Partial Index 


Hypertension During Gestation in Women Previously Suffering from 
Deficient Diet. Levy-Solal, Grasset, Bret and Lissitzki.—p. 463. 

*New Treatment of Menopause; a Hormonal Implantation. 
A. Lichtwitz and J. Crépeaux.—p. 

Note on Possible Mechanism and » thal of Staphylococcic Builae of 
the Lung. F. Contamin and A. Herrault.—p. 484. 


New Treatment of Menopause: Implantation of Steroid Hor- 
mones.—Treatment of menopausal complaints should vary ac- 
cording to their character. Hypothalamic-vegetative manifesta- 
tions such as hot flashes, emotivity, and anxiety may be treated 
by sedation, administration of estrogens, androgens, and pro- 
gesterone, and psychotherapy. Physical and behavioral changes 
due to senescence should be treated by the subcutaneous im- 
plantation of estrogen, progesterone, testosterone, and desoxy- 
corticosterone. Four years’ experience with this method indicates 
it to be the treatment of choice when signs of senescence are 
present, whether the patients have been subjected to hysterec- 
tomy or not. Dosage is variable, and implantation is facilitated 
by simultaneous administration of all four steroids in a single 
implant, using a specially constructed cylindrical trocar. Im- 
provement begins about the third week and lasts approximately 
six months. The skin loses its dryness, body contour is more 
youthful, fingernails are no longer brittle, hair regains its luster, 
physical activity increases, and emotional and intellectual tone 
are restored. Subsequent implantations produce similar results; 
they may, however, be either less efficacious or, infrequently, 
more so. Dosage on reimplantation should be adjusted in the 
light of results obtained, complications if any, and data secured 
from vaginal cytology. This type of hormonal implantation re- 
tards certain manifestations of premature senility and relieves 
menopausal distress in from 85 to 90% of cases in which genuine 
signs of senescence have appeared. 
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Union Médicale du Canada, Montreal 
81:119-242 (Feb.) 1952. Partial Index 


*Four Cases of Cat-Scratch Fever at Montreal—Acute Benign Infectious 
Lymphoreticulosis. H. Charbonneau.—p. 123. 

*On the Virus of Benign Infectious Lymphoreticulosis. V. Pavilanis. 
—p. 129. 

Fifteen Years of Bronchoscopy at the Hopital du Sacré-Coeur. J.-J. 
Laurier, A. Czitrom and C.-A. Messier.—p. 13 

The Psychosomatic Aspect in Gastro-Enterology. Y. Chaput.—p. 136. 

Cardiac Contraction. J. Longtin.—p. 142. 


Cat Scratch Fever.—Acute benign infectious lymphoreticulosis 
is not always caused by contact with cats; infection sometimes 
occurs as a result of brier scratches, superficial injuries from 
splinters, metal fragments, and the like, and may even be con- 
tracted through the eyes, mouth, or pharynx. The disease may 
be troublesome, but its evolution is favorable, ending in cure. 
At the outset, glandular tuberculosis or Hodgkin’s disease may 
be suspected; later, the condition may be mistaken for venereal 
lymphogranuloma. Biopsy reports are not always conclusive, 
and sometimes they tend to confirm the diagnosis of Hodgkin’s 
disease. Negative reactions to various tests, notably to Frei anti- 
gen and tuberculin, will eliminate other possible conditions, and 
a positive intradermal reaction to the specific antigen of lym- 
phoreticulosis will establish the diagnosis. The prognosis is good, 
but the course of the disease is variable. There may be spon- 
taneous resolution or more or less prolonged suppuration. Ter- 
ramycin accelerates healing and is apparently better than 
chloramphenicol (chloromycetin®) or aureomycin. 


Virus of Benign Infectious Lymphoreticulosis.—The virus na- 
ture of the so-called cat scratch fever was demonstrated when 
it was successfully transmitted from man to monkeys. Incuba- 
tion is slow; from 28 to 40 days after inoculation a sub- 
cutaneous granuloma with a necrotic center appears at the site 
of injection, followed by swelling of the regional lymph nodes. 
Microscopic examination reveals periadenitis and, in the node, 
microabscesses composed of hyperplastic reticular cells with 
clear protoplasm and lymphocytes. Reticular cells and plasma 
cells may be found in the cutaneous granuloma, as well as large 
lymphocytes with granular or elementary bodies in their proto- 
plasm. These basophilic bodies are not found after suppuration 
of the lymph nodes has begun, when active virus is no longer 
contained in the pathological tissue. Complement-fixation studies 
have shown that the cat scratch fever virus belongs to the psit- 
tacosis-granuloma group, all the members of which are com- 
paratively large, ranging in size from 0.2 to 0.5 “. They are 
stainable with basophilic stains, have a well-defined internal 
structure, and have specific thermolabile antigens by which they 
may be differentiated. Certain members of the group are sensi- 
tive to the sulfonamides and to antibiotics, notably aureomycin. 


Zeitschrift f. Geburtshilfe & Gynakologie, Stuttgart 
136:1-112 (No. 1) 1952. Partial Index 


*Demonstration of Male Sex Hormones in Pregnancy Urine and in 
Placenta. H. Riess.—p. 1. 

Is the Term “‘Decidual Reaction” Justified? H. G. Miiller.—p. 23. 

Clinical and Histologic Aspects of Carcinoma Gelatinosum of Uterine 
Cervix. E. Klees.—p. 30. 


Therapeutic Results in Primary Ovarian Carcinoma. C. Schroeder and 
H. Hartl.—p. 36. 


Clinical and Pathologic — of Primary Carcinoma of Uterine Tubes. 
H. W. Boschann.—p. ; 


Male Sex Hormone in Pregnancy Urine and in Placenta.—Con- 
tradictory results of investigations on the urinary excretion of 
male hormones in pregnancy induced Riess to study the andro- 
gen content of the urine of 40 women toward the end of preg- 
nancy. The placentas of 12 of these women were also examined 
for androgens. The author describes the extraction method he 
used and how the extracts were assayed by means of the cyto- 
logical regeneration test on the vesicular gland of mice, as de- 
scribed by Loewe and Voss. It was found that all pregnancy 
urines and placentas contain androgens, irrespective of the sex 
of the infant. Although there seem to be sex-dependent differ- 
ences in the amounts of androgens, these differences cannot be 
used to forecast the sex of the fetus in utero. 
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BOOK REVIEWS 


Internal Medicine: Its Theory and Practice. Originally edited by John 
H. Musser, B.S., M.D., F.A.C.P. Fifth edition edited by Michael G. 
Wohl, M.D., F.A.C.P., Associate Professor of Medicine, Temple Uni- 
versity School of Medicine, Philadelphia. Cloth. $15. Pp. 1563, with 246 
illustrations. Lea & Febiger, 600 S. Washington Sq., Philadelphia 6, 1951. 


This is the first edition of this well-known medical text to be 
published since Dr. Musser’s death. Although the general format 
and arrangement have been maintained, Dr. Wohl, with the 
assistance of 80 illustrious contributors, has produced what is 
almost a new book. The text is designed primarily for the medi- 
cal student and the physician engaged in general practice. Par- 
ticular attention has been directed to the clinical aspects of 
diseases, but, since an understanding of the clinical manifesta- 
tions requires some knowledge of physiology, biochemistry, and 
pathology, the contributors have endeavored to integrate these 
sciences with bedside medicine. 


In addition to the usual sections on infectious diseases, physical 
and chemical agents, diseases of nutrition, metabolism and endo- 
crine glands, diseases of allergy and collagen diseases, systemic 
diseases, and diseases of the nervous system, there are two unique 
sections. One is on geriatrics and rehabilitation and the other on 
the psychosomatic aspects of medical practice. A short descrip- 
tion of the general adaptation syndrome by Hans Selye is par- 
ticularly well done. All the sections are of high caliber, concise, 
up-to-date, critical, and include discussion of modern therapeutic 
procedures, which, in the various authors’ experience, are of 
proved value. Most sections are followed by a brief, well-selected 
bibliography. 

The illustrations are well selected, and the roentgenograms 
are, particularly, well produced. The quality of the colored plates 
is also, in general, unusually good. The book can be highly 
recommended as an up-to-date, well-written, comprehensive, 
one-volume textbook of medicine. 


Topics in Physical Chemistry: A Supplementary Text for Students of 
Medicine. By W. Mansfield Clark, Ph.D., Sc.D., DeLamar Professor of 
Physiological Chemistry, Johns Hopkins University School of Medicine, 
Baltimore. Second edition. Cloth. $10. Pp. 777, with illustrations. Williams 
& Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 
1952. 


This book was written “to meet the diverse needs of medical 


students and to be drawn upon as the student of elementary’ 


biochemistry and the maturing student of medicine may find 
occasion.” Since the book is intended for individual study and 
not for use in a formal course, each section is carefully developed. 
The mathematics is kept to a minimum and the little calculus 
that is used is adequately explained. 

The book deals with many topics; some of them are: density 
and some of its clinical uses, sedimentation in gravitational and 
centrifugal fields, properties of solutions, diffusion, phenomena 
associated with semipermeable membranes, laws of mass action, 
electrolytes, equilibria in proton exchanges, properties of protein 
solutions, a stepwise treatment of the equilibrium states of blood 
electrolytes, thermodynamics, oxidation-reduction, glass elec- 
trode and potentiometry, the polarograph, atomic, and molecular 
structures, refraction, double refraction and polarized light, 
stereoisomerism, emission and absorption of radiant energy, 
luminescence, and topics on colloid chemistry. Interspersed with 
this large volume of information is Professor Clark’s philosophy 
and quiet humor, which makes the reading of the book a most 
pleasant experience. 

The author ended the preface to the first edition with an 
expression of gratitude to his publishers “for their acceptance of 
a text that is sufficiently unconventional to constitute a risk.” It 
is true that the book is unconventional, but it probably was never 
a risk. On the contrary, it should prove successful, because it 
so well meets the purpose for which it was written. 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
stated. 


Newer Ethical Problems in Medicine and Surgery. By Bernard J. 
Ficarra, M.D., K.S.G., Diplomate of American Board of Surgery, Asso- 
ciate Visiting Surgeon, Brooklyn Cancer Institute, Brooklyn, N. Y. 
Foreword by Very Rev. Francis J. Connell, C.SS.R., S.T.D., Dean of 
School of Sacred Theology, Catholic University of America, Washington, 
D. C. Preface by Most Rev. John King Mussio, J.C.D., Bishop of Steu- 
benville, Ohio. Cloth. $3.75. Pp. 168. Newman Press, Westminster, Mary- 
land, 1951. 


This book is by a Roman Catholic surgeon, but it is intended 
as a guide to all physicians, regardless of their particular 
creed. The author is unquestionably a devout man possessed of 
estimable moral beliefs and qualities. He dwells on ethical 
principles that pertain to the practice of medicine, and, al- 
though what he has written should not be considered the official 
teaching of the Catholic church, none of the material is incon- 
sistent with its teaching. Although his book is supposed to deal 
with newer ethical problems in medicine and surgery, there are 
few subjects concerning which transgressions are not discussed 
from a moral as well as an ethical viewpoint. 

Such subjects as abortion, ectopic pregnancy, and mutilation, 
which have been treated extensively in earlier books on pastoral 
medicine, are discussed briefly for the sake of completeness, but 
the main consideration is devoted to the more recent group of 
medicomoral problems, such as contraception, sterilization, 
euthanasia, and artificial fecundation. The author believes that 
there is a universal decadence of ethical standards, and he says 
that decline is reflected in the conduct of physicians. Physicians 
are members of a “noble profession.” He feels that the ideals 
of this profession are lofty, but he is sure that they “are being 
trampled under foot in the race for gain, power and prestige.” 
Therefore, he solicits a reaffirmation of faith in the fundamental 
Christian principles of medical ethics. His treatment of this 
important subject is scientific and scholarly. 

In one of the last chapters he discusses “socialized medicine,” 
and a little later he quotes verbatim the “Principles of Medical 
Ethics” of the American Medical Association. Concerning the 
former, he says, “We sincerely hope that any type of state or 
federal interference with medical education and the practice of 
medicine will never become an American reality.” This chapter 
should be read by every member of the American medical pro- 
fession, and its tenets should be upheld by those who now control 
the political destiny of America. 

Dr. Ficarra’s book is entitled to careful scrutiny by all physi- 
cians who hope to conduct their practices according to those 
principles, which, as he says, “reflect honor upon mankind and 
at the same time will be pleasing to God.” 


A Synopsis of Ophthalmology. By J. L. C. Martin-Doyle, M.R.C.S., 
L.R.C.P., D.O., Surgeon, Worcester City and County Eye Hospitai, 
Worcester, England. Cloth. $4.50. Pp. 238. Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2; John Wright & Sons, Ltd., 
42-44, Triangle West, Bristol, 8, 1951. 


There is a great need for concise, accurate, pocket-sized out- 
lines of specialized branches of medicine; these books should 
be sufficiently complete to be informative without being so in- 
clusive as to be overwhelming to the medical student and general 
practitioner. The medical curriculum is so crowded and the 
hours allotted to ophthalmology so inadequate that few students 
find time to do extensive reading in this field. Most recent text- 
books have a tendency to be so elaborate that they are more 
likely to be used as reference books than as texts for complete 
reading. This new book, therefore, fills a definite need, espe- 
cially for the undergraduate student. It presents an outline of 
ophthalmology sufficiently complete for its purpose, well writ- 
ten in concise form, modern in every sense, and logically ar- 
ranged in handy reference form. Although exception might be 
taken to minor points, the book, in general, follows accepted 
teachings and is sufficiently up-to-date to include special chap- 
ters on chemotherapy, corticotropin (ACTH) and cortisone, and 
allergy. There are no illustrations. 
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Psychosurgical Problems. By Columbia Greystone Associates Second 
Group. Fred A. Mettler, M..D, Ph.D., Sc.D., editor. Cloth. $7. Pp. 357, 
with 56 illustrations. Blakiston Company (division of Doubleday & Com- 
pany, Inc.), 1012 Walnut St., Philadelphia 5, 1952. 

This is the second report of a project designed to investigate 
the results of certain operations on the brain in the treatment of 
mental disease. The first report (1949) was entitled “Selective 
Partial Ablation of the Frontal Cortex.” According to the sum- 
mary of the first volume, which is presented in the first chapter 
of the present report, the first report was concerned with a study 
of 48 psychotic patients. Twenty-four of the patients were con- 
trols who were not operated on, whereas the other 24 were 
operated on. In order to make remotely valid comparisons, the 
controls and the patients operated on should have been as nearly 
similar as possible; however, they were not. Of the controls, 12 
were patients regarded as having the worst prognosis, while only 
one had the best prognosis. The others were intermediate. Of 
the patients operated on, only 1 was classified as having the 
worst prognosis, whereas 12 had the best. That the results in the 
two groups were different is hardly surprising. Furthermore, if 
the results of the patients operated on are to be comparatively 
evaluated, the operations should be as nearly identical as pos- 
sible; however, they were not. Twenty patients had blocks of 
frontal cortex removed (topectomies), three had gyrectomies, 
eight had “prefrontal” lobotomies (two done after topectomies), 
two had transorbital lobotomies, and one had only the superior 
cerebral veins ligated. The fact that these operations total con- 
siderably more than 24 is not explained fully. 

The present volume is designed to report the results of “other 
‘ess commonly employed psychosurgical procedures (notably 
cortical venous ligation and thermocoagulation).” The group of 
patients selected for the comparative study is diverse. It consists 
of schizophrenics of various types, involutional depressives, and 
manic depressives. The 24 patients range in age from 26 to 52 
years, and four entirely different operations were performed on 
them. They were (1) ligation of “frontal superior cerebral veins” 
(12 cases), (2) thalamotomy (2 cases), (3) thermocoagulation of 
the cerebral cortex on the rostral portion of the frontal lobes 
(2 cases), and (4) transorbital lobotomy (8 cases). In 2 of these 
24 cases, there had been previous intracranial surgery. The vari- 
ation in the surgical procedures was even greater than the above 
statement would indicate. Six patients were selected as controls; 
all were schizophrenics: three paranoid, two hebephrenic, and 
one catatonic. These patients were studied as to changes in their 
general medical condition, neurological status, olfaction, ves- 
tibular function and “autokinesis,” response to psychometric 
examinations, complex mental functions (“memory, learning, 
mental set, and perceptual tasks”), attitude toward life and life's 
problems, social behavior, response to a battery of tests referred 
to as “psychophysiology” (visual acuity, visual fields, perception 
time, spaced perception, visual intensity discrimination, critical 
flicker fusion, etc.), and psychiatric symptomatology. 

This is a poorly designed project. Study of this varied group 
of patients treated with a wide variety of operative procedures 
cannot be expected to promise an answer to any problem. What 
is lacking is use of the scientific method of approaching a 
problem and of sound planning before the project was under- 
taken. The typography of this book is not pleasing and the type 
face was poorly chosen. As a result, the book is difficult to read. 


A Textbook of Orthopedics with a Section on Neurology in Orthopedics. 
By M. Beckett Howorth, M.D., Clinical Professor of Orthopedic Surgery, 
New York University Post-Graduate Medical School, New York. In 
association with Fritz J. Cramer and others. Cloth. $16. Pp. 1110, with 
462 illustrations. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, 1952. 

A new and up-to-date textbook of orthopedics has been 
urgently needed, and this book supplies the need exceedingly 
well. The average medical student is given relatively little time 
for study or instruction in orthopedics. This book will aid him 
in attaining a better understanding of the subject; however, the 
book is lengthy for the average medical student, so the material 
is more relevant for the orthopedic resident and the younger 
man practicing orthopedic surgery. It should also be useful for 
the physician whose practice is not limited to orthopedic surgery 
but who does some orthopedic work. This is particularly true in 
regard to the description of some of the rarer orthopedic dis- 
abilities or in those cases in which differential diagnosis should 
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be caretully considered. The book is readable, and each section 
is well arranged. The references at the conclusion of each chapter 
cover the literature well, so that further reading on a subject 
might be easily continued. 

The book is well illustrated by photographs, roentgeno- 
grams, and photomicrographs, although, if additional photo- 
graphs had been used to illustrate some of the rarer conditions 
described, a greater visual imprint would be left on the reader 
than that provided by verbal description of the process alone. 
The section on neurology in relation to orthopedic practice is 
exceedingly well done, complete, and is a fitting portion of this 
book. There are many instances in which there is no clear dis- 
tinction between orthopedics and neurology, or these two fields 
so overlap that they must be considered together, and the author 
carefully brings out this relationship. The author is well qualified 
to write this book, particularly because of his clinical experience 
in both practicing and teaching orthopedic surgery and his keen 
interest in the subject. 


Post-Graduate Lectures on Orthopedic Diagnosis and Indications. Vol- 
ume III, Section A: Tuberculosis of the Skeletal System. Section B: Osteo- 
myelitis. By Arthur Steindler, M.D., F.A.C.S., Professor of Orthopedic 
Surgery, State University of lowa, lowa City. Cloth. $8.75. Pp. 284, with 
255 illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 2B, 1952. 

This is the third volume of postgraduate lectures to be pub- 
lished under the editorship of Arthur Steindler, professor emeri- 
tus of orthopedic surgery, of the State University of lowa. 
These lectures were given from year to year by Dr. Steindler 
while he was professor and chairman of the department of ortho- 
pedic surgery at the State University of lowa. 

Volume 3 contains lectures on tuberculosis of the skeletal 
system and osteomyelitis. Section A is subdivided into six lec- 
tures: it begins with a general discussion of pathology, diagnosis, 
and treatment, and, in the next five chapters, the characteristics 
of tuberculosis of the spine, the hip joints, the knees, feet, 
and ankles, and the upper extremities are reviewed. The lectures 
on osteomyelitis are similarly arranged. 

The publisher has stated that these lectures lead the student 
through the fundamental sciences to an understanding of the 
clinical situation; this enables him to build a sound rationale for 
management and treatment. This is true insofar as the orthodox 
and commonly accepted theories or knowledge of the pathology 
and treatment of tuberculosis and of osteomyelitis are concerned. 
The discussion of the biotherapy and chemotherapy of tuber- 
culosis and of osteomyelitis is surprisingly brief. 

Although there is little that may be considered new or original 
in this text, this book should be of value to medical students 
and teachers of orthopedic surgery. 


A. F. Holleman, Organic Chemistry. By J. P. Wibaut, Professor of 
Organic Chemistry, University of Amsterdam. Translated from sixteenth 
Dutch edition by Samuel Coffey, D.Sc., F.R.1.C., Section Head, Research 
Department, 1.C.1. Dyestuffs Division, Manchester (England). [Eighth 
English edition]. Cloth. $9. Pp. 660, with 64 illustrations. Elsevier Pub. 
Co., 402 Lovett Blvd., Houston 6, Texas, 1951. 

The last English edition of this book was published in 1930. 
The new editor has retained the style of the older volumes and 
has presented the material from the standpoint of both the 
organic chemical theory of structure and the physical chemical 
viewpoint. The opening section is concerned with the general 
aspects of organic chemistry; there are brief discussions of 
qualitative and quantitative organic analysis, determination of 
molecular weights and physical constants, and methods for the 
separation and identification of organic compounds. The aliphat- 
ic, aromatic, alicyclic, and heterocyclic compounds are dis- 
cussed. 

The book is advertised as a textbook not only for organic 
chemists but also for students of biology and medicine. Topics 
of interest to the latter group are mainly treated from the organic 
viewpoint. Little is said with respect to the metabolism or physi- 
ological effects of the substances of biologic or medical interest. 
Each chapter is divided into numbered topical sections. Frequent 
references are made throughout the text to these numbered 
sections as a means of rapid cross reference. This is an excellent 
text for ready reference to chemical facts and the theoretical 
principles of organic chemistry. 
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QUERIES AND 


DIABETIC FOODS 


To THE Epitor:—The mother of a child with diabetes is unable 
to purchase special low carbohydrate foods because of lack 
of funds and is seeking methods for their home preparation. 
The child is especially fond of eating jelly. Can you furnish 
suitable recipes for the preparation of jelly from fruit juices 
or flavoring agents? M.D., Montana. 


ANSWER.— The best low carbohydrate foods are the vegetables 
containing 3 and 6° carbohydrates. These, in large quantities, 
are generally cheaper canned than fresh. Next to these, grape- 
fruit, strawberries, and oranges, in season, are the most satisfac- 
factory. If these foods are not available, one could use apples, 
in half the quantity of other fruits. 


Take fresh strawberries, wash and drain, add two or three 
saccharin tablets, and simmer on a low flame for about 20 
minutes. This is a substitute for strawberry jam. Rhubarb jam 
can be prepared the same way. 

Plain gelatin can be used, and, if used with fruit, will make 
the serving appear larger. One must beware of commercial gela- 
tin preparations, because many contain sugar. “D-Zerta” is use- 
ful as a gelatin, but, in general, one should discourage patients 
from using artificially prepared foods for diabetics. It is better 
to use the foods that most persons eat. 

Cottage, cream, or ordinary cheese, peanut butter, eggs, fish, 
and chicken are cheaper than most cuts of meat. 

The patient should eat raw cucumbers, tomatoes, radisnes, 
celery, and even cabbage, and his mother should can vegetables 
and fruits, such as blueberries, peaches, and pears, while they 
are in season. It might be helpful for the child to keep a vege- 
table garden and to raise chickens. 


THE BOLEN TEST FOR CANCER 


To THE Epr1or:—How is the technique and interpretation of the 
Bolen test used as a screening measure for the exclusion of 


pe 
cancer. E. P. McKinney, M.D., Nacogdoches, Texas. 


ANSWER.—The Bolen diagnostic test for cancer, based on dif- 
ferences in blood clot retraction patterns in cancerous and non- 
cancerous persons, requires little time and equipment. The 
middle finger or the ear lobe is punctured with a sharp needle, 
and three drops of blood are collected by touching a glass slide 
to the puncture site. On drying, cancerous and noncancerous 
blood specimens form different patterns macroscopically and 
microscopically. The normal drop dries with a dark mass at its 
center. Microscopically, fibrin strands are seen to form a web en- 
meshing the corpuscles. Leukocytes are few, and red blood cells 
are tightly packed. Rouleau formation is present, with no varia- 
tion in size or shape of the erythrocytes. The drop of cancerous 
blood dries without the normal dark mass at the center; the blood 
breaks down into “dots.” Microscopically, there is no rouleau 
formation. Erythrocytes are grouped in disorderly heaps; some 
are shrunken and indistinct in outline, and others are hemolyzed. 
The appearance is one of agglutinated cells in lakes of plasma. 
Granules, spicules, and rays are numerous, occurring either 
singly or in clumps; the fibrin content is greatly reduced. Typical 
photomicrographs may be seen in the American Journal of 
Surgery (80:505 [Dec.] 1950) or in the American Journal of Di- 
gestive Diseases (17:31 [Jan.] 1951). 

The Bolen test was 97% correct in cancer patients and 100% 
correct in noncancerous persons when tested by Bolen and 69° 
correct in cancer patients and 92% correct in the noncancerous 
persons when tested by others. Hawk, Thoma, and Inkley (Can- 
cer Research 11:157, 1951) say that “A negative test does not ex- 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer's 
name and address, but these will be omitted on request. 


797 


MINOR NOTES 


clude the diagnosis of cancer, nor does a positive test neces- 
sarily indicate the presence of cancer. However, a positive test 
should be followed by intense diagnostic effort before the diag- 
nosis of malignant neoplasm is abandoned.” The Consultants on 
Cancer Diagnostic Procedures of the National Advisory Cancer 
Council, at the National Cancer Institute in September, 1951, 
considering the several screening tests for cancer, commented 
that “none have been found so far to have sufficient sensitivity 
or specificity to have promise as a cancer diagnostic test.” 


THE SEDIMENTATION RATE AND ACUTE NEPHRITIS 
To THE Epiror:—Eight months ago, a five-year-old girl had an 
acute flare-up of hemorrhagic nephritis, with mild edema of 
the eyelids and 34+ albumin in the urine. With symptomatic 
treatment, the edema disappeared, aid, within three days, the 
urine was found normal on routine analysis. The sedimentation 
rate at this time (Landau-Adams) was 21 mm. per hour. The 
girl was kept at bed rest for two months; by this time, the 
sedimentation rate had dropped to 12 mm. When mild house- 
hold activity was permitted the sedimentation rate jumped to 
20. She was again put to bed. Within two months, the sedi- 
mentation rate was down to 11, but activity again raised it to 
21. This time, 1 made nonprotein nitrogen, creatinine, and 
Addis determinations; these were normal. 1 have always under- 
stood that the sedimentation rate is one of the better ways to 
judge the amount of activity permissible after acute glo- 
merular nephritis. How long is one justified in ordering bed 
rest on the basis of this test alone if everything else is normal? 


M.D., Ohio. 


ANSWER.—The statement is not clear as to whether the child 
had an initial attack of acute hemorrhagic nephritis or an acute 
flare-up of preexisting nephritis. If the former is the case, com- 
plete recovery may be assumed when a concentrated specimen of 
urine shows a normal maximal specific gravity, normal sediment, 
and no proteinuria. It must be emphasized that urine samples ob- 
tained without adequate dehydration, and therefore not maximal- 
ly concentrated, can be very deceptive. The erythrocyte sedimen- 
tation rate is a sensitive laboratory sign and so readily influenced 
by intercurrent infections and other factors that it can scarcely be 
used as the sole criterion for permission or restriction of physical 
activity. In any evens, eight months is a long time to confine a 
child because of acute glomerulonephritis. The psychological 
harm of this restriction may ultimately be more serious than the 
possible effects of moderate physical activity on residual 
nephritis. It would be a good idea to search for evidence of in- 
fection, such as sinusitis and pyelitis, that may influence the 
sedimentation rate. 


PEDICULOSIS OF EYELASHES 

To THE Epitor:—A 3-year-old patient has a pediculosis infesta- 
tion of his eyelashes, and I have been trying to clear this con- 
dition with 3% ammoniated mercury ointment. The pediculi 
that have hatched seem to be thriving with this form of treat- 
ment. All other remedies that are recommended for pediculo- 
sis capitis Should be kept away from the eyes. 1 have contem- 
plated removal of the lashes only as a last resort and would 
appreciate advice as to what form of therapy is most 
efhicacious. M.D., Florida. 


ANSWER.—This patient’s lid infestation probably represents an 
infestation of pediculosis pubis rather than pediculosis capitis. It 
is suggested that the cul de sacs of the lids be filled with 1% 
yellow oxide of mercury ointment and that the ointment be kept 
on for three days. At that time, the lid margins should be vig- 
orously cleaned with cotton tipped applicators moistened with 
water. The source of the infestation should be investigated. Per- 
haps, the initial infestation has cleared, and the child is being 
reinfested. 
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TRAUMA AND LICHEN PLANUS 

To THE Eprror:—/ have a patient with lichen planus involving 
the skin of the dorsa of his hands, the flexor surface of his 
wrists, and the anterior surface of his legs. Last summer, he 
scratched the dorsum of his right hand; a week or two later the 
scratch was still noticeable, and there were many small, itchy 
papules around it. This was followed by the gradual develop- 
ment of lichen planus in the other areas mentioned. I found 
two cases of lichen planus in the literature that apparently 
followed an injury; one followed a dog bite and the other an 
ant bite. Schwartz and Tulipan, in their book on occupational 
diseases, make no mention of lichen planus after trauma in 
industry. Are there such cases? Could this man’s lichen planus 
have occurred as a result of an industrial injury? 


M.D., Minnesota. 


ANSWER.—Schwartz and Tulipan (Occupational Diseases of 
the Skin, Philadelphia, Lea & Febiger, 1939, p. 63) give the 
following description of lichen planus: “This disease, like psori- 
asis, will arrange itself in linear formation wherever the patient 
scratches himself.” On the same page it is stated of psoriasis, 
“It occurs in scratch marks in linear formation.” The appear- 
ance of typical lesions at sites of injury in psoriasis and lichen 
planus is known as Kébner’s phenomenon. Only those lesions of 
lichen planus that developed at the site of the scratches on the 
dorsa of the patient’s hand are the result of the occupational 
trauma. The patient must have had a predisposition to lichen 
planus before the advent of occupational trauma. 


LARYNGEAL NERVE PALSY 

To THE Eprror:—A 48-year-old man was treated with terra- 
mycin for virus pneumonia. Subsequently, he developed proc- 
titis and stomatitis, both of which ultimately resolved. With 
stomatitis he became hoarse. Direct laryngoscopy shows a 
complete paralysis of the right vocal cord. No disease of the 
larynx or adjacent fields was demonstrated. X-ray investiga- 
tion revealed no cause for this condition. Could pneumonia 
virus affect the right recurrent laryngeal nerve to produce this 
condition? Could terramycin be in any way _ responsible? 
What can be done to restore the activity of this nerve and 


vocal cord? Carlton C. Curtiss, M.D., Syracuse, N. Y. 


ANSWER.—A review of the literature does not indicate laryn- 
geal nerve palsy to be a direct and definitive complication of 
primary atypical pneumonia. There are also no reports that such 
palsies represent toxic reactions occurring in the course of, or 
due to, therapy with terramycin. Hence, it will be necessary to 
look elsewhere for the cause of the paralysis of the right re- 
current laryngeal nerve. As for treatment of the palsy, no specific 
therapy of value is known, unless the paralysis is due to pres- 
sure on the nerve from some outside source. If the latter should 
be true, then a relief of such pressure would probably be fol- 
lowed by a return of function. Large doses of thiamine are not 
indicated. 


PRECORDIAL DISCOMFORT FOLLOWING 
MYOCARDIAL INFARCTION 


To THE Epitor:—A 48-year-old man had coronary occlusion 
with posterior wall infarction on July 28, 1951. A rapid sedi- 
mentation rate and characteristic electrocardiogram findings 
were present. Treatment was symptomatic and included seven 
weeks of bed rest. Could the electrocardiogram become nor- 
mal 12 weeks following the attack? The patient feels better but 
has residual discomfort in the precordial area, usually follow- 
ing aggravation and excitement, M.D., New York. 


ANSWER.—From the description given, there seems to be no 
doubt about the diagnosis of acute coronary occlusion with pos- 
terior wall infarction. The treatment also seems to have been 
quite adequate, and by this time, the scar should be as well healed 
as is possible. In most cases, even those involving the posterior 
wall, there is usually some residual evidence of the scar in the 
electrocardiogram. That need cause no particular apprehension, 
since it is the rule and since many persons with such scars live 
long after their attacks. Not infrequently however, the record 
does become normal. 


J.A.M.A., June 21, 1952 


The symptoms are another matter. The description is not com- 
plete enough to indicate whether there has been recurrent angina 
pectoris, which sometimes occurs after acute myocardial infarc- 
tion, or whether the precordial discomfort mentioned is simply 
that due to heart consciousness and is similar to the precordial 
pain of neurocirculatory asthenia. More careful study of this 
particular symptom is indicated, but a common result of coro- 
nary thrombosis in a nervous, sensitive person is heart conscious- 
ness without any coronary insufficiency. 


DUODENAL ULCER 


To THE Epiror:—A white man, aged 25, who works in the 
tissue fixing department of our hospital, has had recurrent 
attacks of severe pain in the upper abdomen for five years. 
The attacks began while he was with the armed forces in 
Germany and have occurred at intervals of four to six months, 
although, occasionally, they have occurred on successive days. 
Most of the attacks occur at night, during the winter and 
spring months, The epigastric pain takes 5 to 10 minutes to 
reach its peak and lasts 4 to 5 hours. He has no nausea, but 
he vomited during the first several attacks and noticed that 
this relieved the pain for 20 to 25 minutes. He occasionally 
perspires during an attack. His bowel habits are normal, and 
between attacks he is perfectly normal. He has undergone 
gastrointestinal studies, gallbladder studies, blood cell counts, 
urinalyses, and serum analyses during attacks. The results of 
these studies have been normal. Serologic tests gave negative 
results. The pain is relieved only by meperidine (demerol®) 
hydrochloride. Candy and diphenhydramine (benadryl®) hy- 
drochloride have no effect. Could this be a manifestation of 
abdominal epilepsy? M.D., Pennsylvania. 
ANSWER.—The evidence reported is suggestive of an ulcer of 

the duodenum. Apparently, the physician thinks that roentgen 
examination of the stomach and duodenum has eliminated this 
possibility; however, this may not be the case, unless compres- 
sion films of both the stomach and duodenum were made to 
determine whether a niche was present. If no evidence for 
organic disease in the stomach and duodenum is found by means 
of this technique, the abdominal pain is most likely of psycho- 
genic origin. If the latter is true, the diagnosis is conversion 
hysteria. It is presupposed that the physician has taken into con- 
sideration all known causes of upper abdominal distress that 
could explain such a disturbance in a 25-year-old man. It may 
be well to see whether the precipitating factors that brought on 
this pain while the patient was in the armed forces can be 
elicited. His work in the tissue fixing department of your hos- 
pital probably has nothing to do with the pain, except that the 
environmental situation may be a psychological factor. 


CYANIDE CONTAMINATION AND WOUND HEALING 


To THE Epiror:—!/ read the request in Queries and Minor Notes, 
March 15, 1952, for information on the treatment of cyanide 
contaminated wounds, 

We use cyanide solutions in our industry, and I see a fair 
number of such wounds. Over the years, 1 have tried many 
preparations and have found that unguentine® (anhydro-p- 
hydroxy-mercuri-m-cresol, zinc oxide, alum compound, 
Phenol, and oils of eucalyptus and red thyme in a petrolatum 
and oleostearin base) gives the best results. It relieves the pain 
and loosens the slough at the base of the wound. When this 
has occurred, the wound is treated as any other wound. 1 do no 
cleansing other than that required to clean the surrounding 
skin, using soap or another detergent and water. 

As for dermatitis, cyanide solutions do not cause trouble 
in unbroken skin, unless the person is especially susceptible. 
It is not an ulcerative condition, but is usually an erythema- 
tous condition, sometimes a finely papular one. For this 1 
find wet dressings of aluminum acetate (“domeboro tabs’) 
soothing and often curative. Susceptible persons are always 
transferred to other jobs. I have not used acidolate® (a skin 


detergent prepared from sulfated vegetable oils, liquid petro- 


latum, and water) or “pH6,” a detergent, but shall do so at 
the first opportunity. Ottmar W. Frey, M.D. 
Oneida Limited, 
Oneida, N. Y. 
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